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Abstract 
In the United States and many other countries, obesity is viewed as a public health crisis that 
must be handled. Many social and individual solutions to the problem are proposed in research 
and policy. On an individual level, many Americans try to get rid of their fat with a multitude of 
weight loss practices as part of a healthy lifestyle. Obesity rates, feelings towards fatness, and 
weight control behaviors are significantly affected by a number of sociocultural factors. In this 
project I explore the relationship between the desire to lose weight and weight control practices 
with income. Using data from the National Health and Nutritional Examination Survey 
(NHANES) 2009-2010 (N=4,341), I explore how income is associated with body satisfaction 
and weight control behaviors. I then examine if specific weight loss strategies differ by SES 
among those who have tried to lose weight (N=1,512). Results indicate that income impacts the 
desire to lose weight, weight loss attempts (OR=.778, CI=.663-.913), and some weight control 
strategies such as exercise (OR=1.392, CI=1.055-1.836), switching to lower calorie foods 
(OR=1.364, CI=1.027-1.813), and eating less fat to lose weight (OR=1.449, CI=1.094-1.919). 
However, other sociodemographic characteristics, such as education, gender, and race, played 
very important roles in predicting these behaviors. Overall, these findings suggest that an 
individual’s socioeconomic status influences feelings about one’s weight and what one does to 
change it, but it is only one piece of the puzzle. This study has several implications; most notably 
that one-size-fits-all obesity solution policy platform cannot be created if real changes are 
expected. Tailoring interventions to specific groups based on education and income are 
important to creating lasting change. 
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Socioeconomic status and weight loss behaviors 
In the United States, fat is considered a looming public health disaster (Saguy, 2013). 
Previous research has indicated that women of higher incomes are more concerned with their 
body weights (Bourdieu, 1984; Paeratakul, White, Williamson, Ryan, & Bray, 2002), but 
increasingly we see that women of all backgrounds are worried about thinning their bodies 
(Williams, Germov, & Young, 2011). Little research exists, however, on how women from lower 
socioeconomic status (SES) attempt to control body weight. This paper examines if 
socioeconomic status, specifically income, is associated with both the desire to lose weight and 
the types weight control behaviors individuals employ. In this study, I use data from the 2009-
2010 National Health and Examination Survey (NHANES) conducted by the Centers for Disease 
Control and Prevention (CDC), to examine the relationship between income and weight control 
behaviors.     
Theoretical Framework 
 This paper uses the perspective that individual health behaviors are influenced by 
sociocultural factors. Building on the theoretical perspectives of Weber (1946) and Bourdieu 
(1984), the health lifestyle theory developed by Cockerham (2005) bridges these earlier 
theoretical perspectives, positioning them in the context of contemporary medical care and health 
behaviors (Cockerham, 2005).  He asserts that four categories of structural variables have the 
capacity to shape health lifestyles: (1) class circumstances, (2) age, gender, and race/ethnicity, 
(3) collectivities, and (4) living conditions (Cockerham, 2005).  
In health lifestyle theory, class circumstances are viewed as the most powerful influence 
on lifestyle forms (Cockerham, 2005). Weber (1946) observed that powerful strata were “social 
carriers” of particulars ways of life, transmitting class-specific norms, values, and religious 
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ethics across generations (Cockerham, 2005; Kalberg, 1994). He also found that distinct 
differences between status groups were expressed through lifestyles (Weber, 1946). One’s 
lifestyle is based on what goods and services an individual uses (Cockerham, 2012). This view 
applies to health lifestyles because someone who is trying to produce good health is consuming 
various “healthy” goods and services, such as healthy food and drink, athletic clothing and 
equipment, vitamins, etc. (Cockerham, 2012). For Weber, life chances refer to the likelihood one 
has of acquiring a particular style of life, determinant on financial resources, status, rights, and 
social connections that support it. One’s life chances are shaped by his/her socioeconomic status 
(Cockerham, 2012).   
Bourdieu’s (1984) report, Distinction, stated that class is the most influential variable in 
the determination of health lifestyles. He formulated the notion of “distance from necessity” as a 
key explanation for class differences in lifestyles. This means that the further an individual is 
from struggling for financial necessities, the more time and freedom he/she has to develop and 
refine personal tastes that are more in line with a privileged class status (Bourdieu, 1984; 
Cockerham, 2005). Those from lower socioeconomic statuses adopt the tastes consistent with 
their class position, paying particular attention to securing essentials (Bourdieu, 1984; 
Cockerham, 2005). Bourdieu (1984) argues, “middle-class women are disposed to sacrifice much 
time and effort to achieve the sense of meeting the social norms of self-representation” (pp. 213-
214). He theorized that social class played a significant role in the actions related to food and the 
body. “The idea each class has of the body and of the effects of food on the body, that is, on its 
strength, health and beauty...may be important for one class and ignored by another, and which 
the different classes may rank in very different ways” (Bourdieu, 1984, p. 190). 
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When applied specifically to health, numerous studies confirm that the lifestyles of the 
upper and upper-middle classes are the healthiest, and those of the lower class are the least 
healthy (Cockerham, 2012). Although race/ethnicity is listed separately from class as a structural 
variable in shaping health lifestyles, it is important to note that disadvantaged socioeconomic 
circumstances promote poor health among many racial/ethnic minorities, while minorities of 
higher social standing tend to have better health (Cockerham, 2012). In addition, social class 
influences age and gender, as adults from higher social status have more effective health styles, 
regardless of other demographic groups (Cockerham, 2012).   
Class circumstances and other structural variables provide the context for socialization 
and experience, imposing certain norms and values on the individual. Socialization and 
experience provide the background to make life choices, also referred to as agency, defined as 
the process by which people critically assess and decide their plan of action (Cockerham, 2012). 
Life choices and structural variables make up an individual’s life chances. Choices and chances 
interact to determine a person’s health lifestyle, as chances either support or constrain the 
choices one makes. The interaction between life choices and life chances produces dispositions 
toward particular forms of action, referred to as “habitus” (Cockerham, 2012). Habitus, 
developed by Bourdieu, serves as a map that routinely guides and assesses an individual’s 
choices and opportunities. Since the tendency toward action provided by the habitus regularly 
reflects guidelines set by society, predictable and practical behaviors typically occur 
(Cockerham, 2012). Dispositions to act (habitus) produce practices, or action. Common practices 
in health lifestyles include alcohol use, smoking, checkups, diet, and exercise (Cockerham, 
2012). Practices can be either positive or negative, and comprise a person’s overall pattern of 
health lifestyles.  
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The quality of participation in positive health lifestyles is likely to be severely affected by 
class position. It is much more difficult to live healthily in unhealthy living conditions without 
particular resources (Cockerham, 2012). Additionally, individuals from higher social classes 
experience greater life chances and develop a stronger sense of power over life situations than 
those in lower classes (Mirowsky & Ross, 2003). It’s important to note that when disadvantaged 
life chances reduce the opportunities for positive health behaviors and lifestyles or lessen their 
success, the importance of the individual’s agency or choice is minimized (Cockerham, 2012). 
Class remains the dominant variable in health lifestyles. This paper uses the health lifestyle 
theory to study weight loss behaviors and social class.  
Literature Review 
Obesity in the United States 
        According to the Centers for Disease Control and Prevention (CDC), over one-third 
(34.9%) of American adults were obese in 2011-2012 (Ogden, Carroll, Kit, & Flegal, 2013). In 
addition to these findings, the latest child obesity study (2009-2010) found that 16.9% of 
children and adolescents, between the ages of 2-19 years old, were classified as obese (Ogden, 
Carroll, Kit, & Flegal, 2012a). These statistics use body mass index (BMI) as the definition for 
obesity, which is one measure of body fat based on an individual’s height and weight (National 
Institutes of Health, n.d.). For adults, BMI is calculated as weight in kilograms divided by height 
in meters squared. Different measures are used for children and teens under the age of 18, which 
adjust for age (Saguy, 2013). If one’s BMI is between 25-29.9, he or she is defined as 
overweight, while greater or equal to 30 is characterized as obese (Ogden, Carroll, Kit & Flegal, 
2012b). Clinically severe obesity, also referred to as morbid obesity, is defined as having a BMI 
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of over 40. Morbid obesity rates grew to account for about 6.6% of the U.S. population in 2012 
(Sturm & Hattori, 2012).  
Body mass index is an imperfect measure of body fat (Ogden et al., 2012a). BMI does 
not actually measure body fat, but instead calculates a relationship between weight and height 
(Boero, 2013). Although it is decidedly correlated with body fat at higher BMI levels, it is 
possible to have a significantly lower level of body fat than someone else with the same BMI 
(Ogden et al., 2012a). In fact, the creator of the measure, a Belgian astronomer named Adolph 
Quetelet, never intended for BMI to measure individual or social health (Boero, 2013; Oliver, 
2006). However, it became the primary tool for measuring obesity because of its scientific origin 
and easy calculation (Boero, 2013). In most literature, BMI is used as the indicator of obesity 
because it is the simplest for researchers to measure (Saguy, 2013). What is most important 
about the body mass index (BMI) is that it holds both the influence of science and can be 
employed easily for self-diagnoses, allowing individuals to calculate for themselves where they 
fit within the obesity crisis (Boero, 2013).  
In recent decades, there has been accumulating evidence that obesity relates to certain 
comorbidities, as well as a higher risk of mortality (Elder & Wolfe, 2007). Obesity is also 
associated with a higher risk of a number of health conditions including hypertension, adverse 
lipid concentrations, type-2 diabetes, cardiovascular disease, osteoarthritis, and sleep apnea 
(Baker, 2011; Burke & Wang, 2011; Ogden et al., 2012b). A longer duration of obesity can 
increase the risks of such chronic diseases, and in consequence, increase the risk of mortality 
(Abdullah et al., 2011). BMI is associated with mortality rates, which have been found to sharply 
increase for those with BMIs less than 18.5 and greater than 30 (Heymsfield & Cefalu, 2013). 
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        Numerous factors are associated with community based obesity prevalence rates. 
Similarly, body satisfaction and weight management behaviors are affected by a multitude of 
factors including, but not limited to, socioeconomic status race, gender, marital status, and age, 
(Walker & Kawachi, 2011). This literature review explores these factors and their relationships 
to obesity, body satisfaction, and weight management behaviors, paying particular attention to 
social class.  
Weight and Social Class 
Reviews of literature on the association between socioeconomic status and obesity have 
collectively pointed to an inverse association (higher SES, lower rates of obesity) among women 
from developed societies; and a positive association (higher SES, higher rates of obesity) among 
men, women, and children in developing societies (McLaren, 2007, 2011; Sobal & Stunkard, 
1989). Among developing countries, as a nation’s GNP increases, obesity rates tend to shift 
toward those in the country with lower SES, in a manner that manifests in women first 
(McLaren, 2007, 2011; Monteiro, Moura, Conde, & Popkin, 2004). Inverse associations have 
also been observed in men from developed countries, though not as consistently as among 
women (McLaren, 2011).  
By focusing on the impact of socioeconomic status on health lifestyles, I draw from 
literature on social determinants of health, which holds that health disparities reflect disparities in 
opportunities, resources, and constraints (Frohlich, Ross, & Richmond, 2006; Marmot & 
Wilkinson, 2005; McLaren, 2007; Raphael, 2009). Lower SES is associated with lower life 
expectancy and higher overall mortality rates (Adler et al., 1994; Pappas et al., 1993). Therefore, 
it is important to ask what in an individual’s life circumstances can shape their exposure to 
certain risk factors of obesity, such as poor diet and inactive lifestyle (Peralta, 2003). Research 
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on social inequality indicates that individuals of higher SES are more likely to express 
knowledge about the risks of obesity-associated morbidities, and to have the resources to engage 
in protective measures to prevent them (Peralta, 2003). These findings relate specifically to the 
health lifestyle theory, as individuals from higher SES have greater power over life chances than 
those of lower classes (Cockerham, 2012; Mirowsky & Ross, 2003). For example, more recent 
declines in heart disease have been greatest among those of higher SES, likely due to changes in 
health behaviors like smoking, exercise, and diet, widening the gap for rates between the rich and 
poor (Beaglehole, 1990; Link & Phelan, 1995; Peralta, 2003).  
The link between SES and obesity centers on access to resources that can be used to 
avoid or minimize the consequences of obesity. These important resources include money, 
knowledge, power, prestige, and interpersonal resources such as social networks and support 
(Peralta, 2003). This reflects Weber’s notion that life chances, determined by SES, impact 
lifestyle (1946; Cockerham, 2012). As Peralta (2003) notes, the causes and consequences of 
diseases, such as obesity, are dynamic, while the resources above are transferable from situation 
to situation, thus effective at preventing or lessening the consequences of disease. Recent sources 
of obesity, such as fast food, foods with high trans-fatty acids, and sugary products, are more 
difficult for those of lower SES to overcome (Link & Phelan, 1995; Peralta, 2003).   
Obesity rates differ by social class and geographic location, which is often stratified by 
income in the U.S. (Fry & Taylor, 2012). Where one lives can have a major impact on how much 
he/she weighs (Levi, Segal, St. Laurent, & Kohn, 2011). Eating poorly is easier than eating well, 
especially in poorer areas (McMillan, 2012). “Food deserts,” defined as areas that lack fresh 
foods, farming, and grocery stores, are just one issue that face people of lower socioeconomic 
status (Alkon & Agyeman, 2011).  McMillan (2012) compiled the first zip code-by-zip code 
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guide to food access in New York City, and found that supermarkets were few and far between, 
and the city’s poor had the fewest. Washington Heights, where family incomes were one-third of 
those in SoHo, had just three percent of the supermarket square footage when compared to their 
counterparts in SoHo (McMillan, 2012). Nutritious, fresh food tends to cost more, making it 
more difficult for individuals of lower income to afford (McMillan, 2012). For example, in New 
York City, abundant corner stores do not specialize in produce, but instead carry a variety of 
junk or snack foods such as ice cream, packaged cakes, and sodas (McMillan, 2012). 
Compared to lower SES individuals, those of higher SES are more likely to have a 
healthier diet, particularly with a greater intake of fruit, vegetables, and less fat (McLaren, 2011; 
Power, 2005). To some extent, inequalities among diets reflect one’s income and consequently 
their ability to purchase healthier foods, which tend to be more costly than less nutritious foods 
(Drewnowski & Darmon, 2005; Drewnowski & Specter, 2004; McLaren, 2011; Travers et al., 
1997). In their study, Appelhans and colleagues (2012), used education and household income as 
social class indicators to compare the cost and nutrient content of foods purchased at 
supermarkets. Participants shopped at an urban, chain supermarket in an area with a median 
annual household income of $36,150. The researchers found that family from a higher social 
class would spend more money on food per year than a similar family of lower income. 
Additional food expenses would have implications for the quality of diet and health of the 
family. Costlier food was associated with lower total fat and higher proportions of protein, fiber, 
and vegetables (Appelhans et al., 2012). Low-SES shoppers purchased their calories in more 
inexpensive forms, which in turn were higher in fat and less nutrient-rich (Appelhans et al., 
2012).  
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One proposed solution to the obesity problem in the United States is to change the way 
that Americans eat by focusing on fresh, local foods. In the past 25 years, a variety of food 
movements have emerged to create strong opposition to the existing American food industry 
(Alkon & Agyeman, 2011). The “alternative food movement” argues that eating right means 
refusing the conveniences of mass produced, processed foods, and spending more money on 
fresh ingredients and more time on preparing meals (Biltekoff, 2013). Proponents of the 
movement encourage people to turn away from the industrially produced and processed goods, 
and instead to choose fresh, local, and organic offerings supplied by small local farms (Alkon & 
Agyeman, 2011). One very popular voice of this movement is Michael Pollan, who argues that 
Americans could and should pay more for food by increasing the percentage of income spent on 
food. “For the majority of Americans, spending more for better food is less a matter of ability 
than priority” (Pollan, 2008, p. 187).  
Recently, the alternative food movement has been criticized as elitist, therefore seen as a 
problematic solution for large-scale obesity (Guthman, 2011).  Critics have argued that the 
movement’s ideals are unrealistic, inequitable, and ineffective in fixing the problems of 
America’s food system (Biltekoff, 2013). For example, to urge people to spend more money on 
good food ignores the vast differences in food expenses. The average American spends about 
11% of his or her incomes on food, but the numbers are very difficult when broken down by 
income (McMillan, 2012). Households that earn between $10,000 and $15,000 a year spend 36% 
of their income on food. The top 10%, those who earn $70,000 a year or more, spend only 9% of 
their income on food (McMillan, 2012). In order for families of lower SES to spend more money 
on food, they would have to increase their already significant food budget.  
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The alternative food movement also preaches a mantra of colorblindness and 
universalism, which has been charged as stifling the ability to actually reach out to people of 
color and lower socioeconomic status (Guthman, 2011). Community-supported agriculture and 
farmer’s markets disproportionately service whites and middle to upper income population, 
while denying the need to reach out to those from lower incomes or those of various racial and 
ethnic groups. One organizer argued, “Targeting those in our communities that are ethnic or low 
income would show a prejudice we don’t work within. We do outreach programs to reach 
everyone interested in eating locally, healthily, and organically” (Guthman, 2011, p. 270). In 
addition to these aspects of the movement, the romanticized image of tilling one’s own land 
ignores and erases explicitly racist and classist ways that land has been distributed and labor has 
been organized in the past within the United States (Guthman, 2011). Putting one’s “hands in the 
soil” may not emphasis the same notion for minorities and those of lower incomes as it does for 
middle and upper class whites. 
In addition to dietary inequalities, physical activity, a common strategy used in weight 
loss and control, has been associated with socioeconomic status. Persons of lower SES are less 
likely to engage in sufficient exercise, particularly leisure-time physical activity, to achieve 
health benefits (Giles-Corti & Donovan, 2002; McLaren, 2011). Geographic location not only 
affects dietary inequalities, but also opportunities for physical activity. City layout, sidewalks, 
number of parks, and neighborhood safety can also significantly affect the average resident’s 
weight (Levi et al., 2011). Some studies have tried to assess what health behaviors can mediate 
the SES-obesity relationship, and have found that diet, physical activity, and smoking behaviors 
can partially explain the association in both men and women (Ball, Mishra, & Crawford, 2003; 
Kuhle & Veugelers, 2008; McLaren, 2011; Ward, Tarasuk, & Mendelson, 2007).  
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Diet Culture 
Weight is often used to evaluate moral attributes (Knutsen, Terragni, & Foss, 2013; 
Lewis et al., 2011; Rogge, Greenwald, & Golden, 2004; Stinson, 2001). Someone who is labeled 
obese is often considered by society to be someone who has chosen the “wrong lifestyle” and the 
physical visibility of the fat body means that the public’s negative gaze is often inescapable 
(Knutsen et al., 2013; Lewis et al., 2011). Such sentiments are defined as obesity stigma, or fat 
shame. Discrimination of fat persons, in addition to ever-increasing public health messages, 
leads many overweight and obese individuals to spend their lives trying to shrink their bodies 
(Boero, 2013; Farrell, 2011).  
Erving Goffman (1963) defined stigma as an “attribute that is deeply discrediting,” 
something that reduces the person who possesses it “from a whole and usual person to a tainted, 
discounted one” (Lewis et al., 2011, p. 1350). He recognized three sources of stigma: 
“abominations of the body,” “blemishes of individual character,” and “tribal stigma” (Lewis et 
al., 2011, p. 1350). Individuals with abominations of the body have appearances that violate 
cultural standards of beauty (Lewis et al., 2011). Those with blemishes of individual character 
have moral dispositions that offend contemporary cultural norms, while those with tribal stigma 
affect all members of the family and are passed from generation to generation (Lewis et al., 
2011). Since fatness is a physical stigma, obese individuals embody the first stigma that Goffman 
discusses, abominations of the body. However, fatness evokes cultural meanings beyond just this 
physical appearance, such as beliefs of gluttony, laziness, or irresponsibility, therefore fat shame 
encompasses character stigma as well (Farrell, 2011; Lewis et al., 2011; Rogge et al., 2004). 
In October of 2012, a male viewer of a Wisconsin news show wrote anchor Jennifer 
Livingston a letter he entitled Community Responsibility. He wrote,  
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Surely you don't consider yourself a suitable example for this community's young people, 
girls in particular... Obesity is one of the worst choices a person can make and one of the 
most dangerous habits to maintain. I leave you this note hoping you'll reconsider your 
responsibility as a local public personality to present and promote a healthy lifestyle. 
(Gray, 2012, p. 1) 
This is just one example of weight discrimination. Weight stigma shows up in a large number of 
institutions: the workplace, medical settings, the family, government agencies, educational 
institutions, industry, and the media (Lewis et al., 2011). 
Most research shows that the negative attitudes towards the overweight take a toll on the 
individuals. Overweight and obese individuals are disposed to social seclusion and exclusion, 
less willing to engage in healthful activities such as physical activity and health care services, 
more reluctant to identify with public health messages, and experience stigma-related depression, 
anxiety, low self esteem, poor body image, and psychological stress (Lewis et al., 2011, p. 1350). 
Rogge and colleagues’ (2004) qualitative study on the impact of obesity stigma gives us some 
insight into the internal struggle that it causes for individuals. Obese persons tend to passively 
agree with the framework that obesity is the individual’s own fault, because that is how they 
have been taught socially. They rarely challenge this construction that says weight is the result of 
one’s personal weakness and moral failure (Saguy, 2013). They continue to believe that if they 
were more disciplined, that they could overcome their problem with weight (Rogge et al., 2004). 
Many obese individuals internalize these feelings, believing that there is no other option than to 
attempt to fit into the mainstream, and struggle to lose weight to rid them of the stigma (Drew, 
2011; Lewis et al., 2011). 
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Stigmatization of fatness has contributed to a “diet culture” in the United States, most 
notably among women and girls. As author Sallie Tisdale notes about her experiences with 
dieting, “I could recite the details, but they’re remarkable only for being so common” (Tisdale, 
1994, p. 17). Historically, women have always been interested in weight loss techniques, but the 
industry really took off during the 1950s and 1960s in the U.S. (Lyons, 2009). Profits for Weight 
Watchers went from $160,000 in 1964 to $8 million in 1970 (Lyons, 2009). In the United States, 
more money is spent on beauty and diet products and services than is spent on social services or 
education (Rodin, 1992). Today, the annual revenue of the American weight loss industry is 
around $20 billion (ABC News 20/20, 2012). This revenue includes diet books, weight loss 
drugs, and weight loss surgeries, purchased by the 108 million people who diet throughout the 
year (ABC News 20/20, 2012). 
The boom of the diet industry has been assisted by the medicalization of obesity and 
weight loss, which began in the mid twentieth century. Government and health organizations, 
such as the National Institutes of Health (NIH), the United States Public Health Service 
(USPHS), the Centers for Disease Control and Prevention (CDC), the American Heart 
Association, the American Diabetes Association, and healthcare providers have contributed 
immensely to the construction of obesity and its implications as we have defined them today 
(Rogge et al., 2004). These organizations stress the relationship that exists between obesity, 
morbidity, and mortality, while reinforcing that obesity is a disease that can be prevented or 
corrected by individuals. Doctors, particularly those who focus on diet and nutrition, as well as 
weight loss surgeons, also have a significant influence on public health decisions (Rogge et al., 
2004). Consumers also play a pivotal role in the medicalization of obesity. For example, direct-
to-consumer advertising for bariatric surgery centers help solidify the position of the surgeries in 
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our society, by engaging more individuals with this treatment to obesity. Direct-to-consumer 
advertisements about bariatric surgery have further contributed to the ongoing push for clinical 
solutions for obesity (Salant & Santry, 2006).  
Diet culture stresses the importance of personal responsibility to be, stay, or get healthy 
(Saguy, 2013; Stinson, 2001). If someone is fat, it is often believed that they are because they 
lack self-control or the knowledge to “be healthy,” thus creating an “us versus them” mentality. 
This also often this encompasses covert racism and classism, condemning people for their fatness 
and trying to “teach” them to eat better, ignoring the social causes factors related to obesity 
(Saguy, 2013). Most discussions of obesity point blame at sedentary activities for the obesity 
crisis, those of which are often associated with lower income or less formal education and more 
common among racial minorities such as African Americans (Saguy, 2013). 
When obesity researchers are asked to comment on the extremely low long-term success 
rates of weight loss diets, researchers emphasize that even a 5 to 25 percent success rate means 
it’s possible, albeit difficult (Saguy, 2013). Despite the long-term ineffectiveness of weight loss 
practices, all of this has led to a thriving diet industry and culture in the United States. It seems 
as though everyone, most especially women, is expected to be unhappy with his or her body, and 
doing everything one can to lose weight.  
Body Satisfaction, Weight Behaviors, and Social Class 
The interrelationship between socioeconomic status, body size, and body dissatisfaction 
has been shown to be more relevant for women than for men (McLaren & Kuh, 2004). Overall, 
research shows that women of higher social classes are more dissatisfied with, or concerned 
about, their bodies than those of lower classes (Ogden & Thomas, 1999; Wardle & Griffith, 
2001). After adjustment for initial differences in body weight, self-perceived overweight status is 
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more likely among women, Caucasians, and those with higher income and education (Paeratakul 
et al., 2002). Weight misperception, defined as a discordance between an individual’s actual 
weight status and the perception of his/her weight, is prevalent in the United States, and 
significant because it often influences the desire to change or not change one’s body through 
weight management behaviors (Klos & Sobal, 2013; Saleem, Ahmed, Mulla, Haider, & Abbas, 
2013). Because of the positive attitudes associated with lower body weights, thinness has 
become a marker of social distinction in industrialized societies, likely making it valued by 
individuals of higher socioeconomic status (Bordo, 1993; McLaren & Kuh, 2004).  
 Studies that focus on the differences between social classes and weight management have 
constructed socioeconomic status in a variety of ways, including occupation, education, and 
income (McLaren & Kuh, 2004). Each of these indicators has been studied for an association 
with body satisfaction and weight control, and the findings have been inconsistent (McLaren & 
Kuh, 2004). Although various indicators have been examined, it is not clear which is most 
important in the context of weight satisfaction and management behaviors (McLaren & Kuh, 
2004).  
While focusing on income as the measure of social class, Jeffery and French (1996) 
found that the likelihood of weight loss behaviors increased with an increase in income. Higher 
income women also reported that they would notice a smaller amount of weight gain than the 
lower income women studied. However, the women did not differ in the views of importance to 
body weight, or in their desired BMI (Jeffery and French, 1996). Similarly, when using a 
nationally representative British sample, Wardle and Griffith (2001) found that women with 
higher occupationally defined status were more likely to view themselves as overweight, to 
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monitor their weight more regularly, and more likely to be dieting, despite being, on average, a 
group that weighs less.  
Studies of obesity patterns most frequently use education as the indicator of SES, as it 
shows the most consistent inverse relationship with obesity in both women and men (McLaren, 
2007, 2011). Several explanations for this association have been offered. Overall, health research 
suggests that the best predictor of good health is education (Cockerham, 2012; Dupre, 2007; 
Goesling, 2007; Mirowsky & Ross, 2003; Schnittker, 2004). Education is critical because well-
educated individuals are often the best informed about rewards of a healthy lifestyle. They are 
also more likely to have better employment, allowing them better power over their way of life 
(Cockerham, 2012). When studying education and weight loss in women in the U.S., Jeffery, 
Adlis, and Forster (1991), found that more formal education was associated with a higher 
likelihood of dieting in the past. However, women with more education were no more likely to 
report current weight management behaviors than women with less education (Jeffery et al., 
1991).  
Using data from the Australian Longitudinal Study on Women’s Health (ALSWH), 
Williams, Germov, and Young (2011) examined associations between self-reported measures of 
social class and weight control practices from a sample of 11,589 middle-aged women. Nearly 
three-quarters (73.8%) of the participants reported attempting to control their weights. 
Furthermore, their study showed little difference between social class and the desire to lose 
weight. The only class differences observed were those in the healthy BMI category, in which 
25% of the working class women expressed a desire to lose weight compared with a third of the 
middle/upper-class women in the same category (Williams et al., 2011).  
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This study will attempt to add to the literature on SES and weight management behaviors, 
using the ratio of family income-to-poverty as a measurement of social class, while controlling 
for education.  
Body Satisfaction, Weight Behaviors, and Race/Ethnicity 
Research shows that obesity rates are not equally distributed across racial and ethnic 
subgroups (Hedley et al., 2004; Ogden et al., 2006; Ogden et al., 2012a). A myriad of research 
asserts that African Americans and Latinos adults are more likely to be overweight and obese 
when compared to whites and Asian Americans (Walker & Kawachi, 2011). Among adults, 
African Americans have the highest age-adjusted rates of obesity, a rate of nearly fifty percent 
(47.8%), compared to Hispanic rates of 42.5%, non-Hispanic whites’ rates of 32.6%, and 
especially Asian Americans with obesity prevalence rates of 11% (Ogden et al., 2013). A similar 
trend emerges when looking at obesity among children and adolescents; rates are significantly 
higher among non-Hispanic black and Hispanic children and adolescents than among non-
Hispanic white and black youth (Ogden et al., 2012a). In 2009-10, 16.9% of children and 
adolescents ages 2 through 19 were obese (Ogden et al., 2012b). When broken down by 
race/ethnicity, differences emerged. Non-Hispanic black youths’ prevalence rates were 24.3% 
and Hispanic’s 21.2%. Non-Hispanic white’s was lower at 14% (Ogden et al., 2012a).  
        Obesity among Latinos differs not only by the demographic factors such as race, gender, 
age, and socioeconomic status, but also immigration status. Immigrants are less likely to be 
obese or overweight compared to U.S.-born adults (Greaney, Lees, Lynch, Sebelia, & Greene, 
2012). Length of residency is also associated with increased rates of obesity, with about a four-
fold greater risk for Latino immigrants that have lived in the United States for fifteen or more 
years (Greaney et al., 2012). In focus groups (total n = 35) of male and female Latino immigrants 
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living in Central Falls, Rhode Island, factors affecting weight maintenance were discussed 
(Greaney et al., 2012). Groups were fairly homogenous when it came to social class, with nearly 
all (97%) reporting an annual household income of less than $20,000 and 60% not having 
graduated from high school (Greaney et al., 2012). Participants felt that their diets had been more 
healthful in their home countries than now in the U.S. They reported frequently eating fresh 
fruits, vegetables, and meats in their native countries, but indicated that they eat more processed 
food, fast food, and snack foods now that they live in the United States (Greaney et al., 2012). 
        In addition to the difference in the types of foods eaten in the United States versus in their 
home countries, participants stated that their eating behaviors had changed since immigrating. 
Respondents reported that they now eat in excess because of the abundance of food and larger 
serving sizes available in the U.S. (Greaney et al., 2012). They also felt that their eating 
schedules were less set in the U.S. when compared to their native countries, leading them to eat 
at different times of the day or skip meals completely. Reasons for skipping or not eating at 
designated times were primarily related to employment schedules and exhaustion after work 
(Greaney et al., 2012). Because of their on-the-go schedule, these Latino immigrants explained 
that they were now less physically active since moving to the U.S., because exercise was no 
longer incorporated into their daily lives (Greaney et al., 2012). A greater reliance on 
automobiles for transportation and lack of free time, were two proposed reasons for decreased 
activity (Greaney et al., 2012). 
        When compared to African Americans and Latino Americans, whites and Asian 
Americans have lower rates of obesity. The study in 2013 was the first to include Asian 
Americans for prevalence estimates (Ogden et al., 2013). While reviewing the literature, I found 
very little existing research on the prevalence rates for Asian Americans. What does exist does 
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little to address possible sub-group differences among Asians. More research is needed in order 
to understand the unique needs of the diverse racial and ethnic groups in relation to obesity. 
        Although on average African American women and girls are heavier than white females, 
as a group they do not hold themselves to the same standard of thinness (Boyd, Reynolds, 
Tillman, & Martin, 2011). They tend to have a higher threshold of what they define as “fat,” and 
are less likely to perceive themselves as overweight, even when they are classified as such (Boyd 
et al., 2011; Celio, Zabinski, & Wilfley, 2004). Compared to white women, African American 
women tend to exhibit lower levels of eating disordered behaviors and attitudes related to the 
drive for thinness, such as fear of fat and excessive dieting (Lovejoy, 2001). There also seems to 
be a more flexible standard of attractiveness among blacks in the United States, allowing for a 
wider range of acceptable body weights and shapes compared to other groups (Celio et al., 
2004). African American attractiveness is comprised of a multitude of factors, both body and 
non-body focused, including style, grooming, fit of clothes, hairstyle, skin tone or color, ethnic 
pride, and attitude (Celio et al., 2004). In a focus group of 78 African American girls (9 to 18 
years old), Hesse-Biber and colleagues (2004) found that body image concerns did not occupy a 
central place in the lives of the participants, and they did not judge themselves in terms of their 
weight. When shown diagrams of what their “ideal body size” would be, the participants were 
not particularly bothered that they were larger than the ideal (Hesse-Biber, Howling, Leavy, & 
Lovejoy, 2004). Research suggests that black females appear less dissatisfied with their bodies 
than white females (Hesse-Biber et al., 2004).  
For Latino Americans, strong family identification is often seen as a protective factor 
against body dissatisfaction. Maternal identification is associated with better body image and 
self-esteem (Altabe & O’Gara, 2004; Hahn-Smith & Smith, 2001). Using the National 
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Longitudinal Study of Adolescent Health Survey (Add Health) Waves I (1994-95) & II (1995-
96; total n = 12,789), Martin, Frisco, & May (2009) found that there was no difference in weight 
perception accuracy, one particular way to test body image, between Mexican Americans and 
whites. A few studies have shown that Latino women that are more acculturated in the United 
States have lower satisfaction with their weights, as they begin to accept the mainstream drive 
for thinness (Altabe & O’Gara, 2004). 
Limited comparative research has focused specifically on Asian American weight 
perception and body image. It is problematic to group women of Asian backgrounds into one 
category, since over 30 different ethnic subgroups make up the Asian American population 
(Kawamura, 2004). However, it has been shown that Asian Americans are more likely to 
subscribe to Western ideas of thinness now than in the past. Furthermore, unlike Latino 
Americans, studies have reported that there is no relationship between acculturation and body 
size dissatisfaction amongst Asian Americans (Kawamura, 2004). For Asian Americans, body 
image may focus less on weight and more on idealization of Western beauty such as the double 
eyelid, sculpted nose, and white skin (Kawamura, 2004).  
In recent decades, contradictory evidence has been found on how body satisfaction and 
weight management behaviors differ by racial and ethnic group. The dominant framework is that 
ethnic minority status confers a protective benefit for eating pathology, such as eating disorders 
(Shaw, Ramirez, Trost, Randall, & Stice, 2004). A number of studies have found that whites are 
more concerned with body image and eating issues than African American and Asian American 
women (Boyd et al., 2011). White middle-class girls may be pressured to be thin more than 
minority or lower-class girls (Boyd et al., 2011). There is evidence that white, middle-class 
women and girls are more likely than poorer females, minority females, or males, to be 
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diagnosed with anorexia and bulimia, which are often referred to as “thinness-oriented eating 
disorders” (Saguy, 2013). However, this evidence may partly mirror bias in eating disorder 
diagnoses (Saguy, 2013). Body image research becomes increasingly important when we see that 
the cultural pressure for women to be thin has been related to a greater incidence of eating 
disorders and weight management behaviors (Gluck & Geliebter, 2002).  
Boyd et al.’s (2011) study using the National Longitudinal Study of Adolescent Health 
(Add Health) Wave I (1994-1995) data focused on how adolescent girls’ drive for thinness may 
differ by race and ethnicity. This sample included 7,272 adolescent girls, aged 12-18, in 7
th
-12
th
 
grade in the United States at the time of the survey, who participated in In-School and In-Home 
interviews. Of all of the girls interviewed, 75% reported using one or more practices to lose or 
maintain their body weight. African American girls reported fewer weight control practices than 
their white or Asian American counterparts (Boyd et al., 2011). By reporting that they do not 
engage in any weight control practices, 30% of African American girls rejected the drive for 
thinness, higher than Hispanic (24.6%), white (23.5%), and Asian American (21.6%) girls (Boyd 
et al., 2011). They concluded that a girl’s racial/ethnic identity affects the feelings she has 
towards her body and the obligation she feels to control her weight (Boyd et al., 2011).  
        Other studies have reinforced these findings (Hesse-Biber et al., 2004; Vaughan, Sacco, 
& Beckstead, 2008). Vaughan and colleagues (2008) surveyed 816 undergraduate women from a 
large, southeastern university between the ages of 18 and 30, who identified as white (n = 676) 
or African American (n = 140). Their findings suggest a racial/ethnic difference exists in beliefs 
about appearance, as well as weight control behaviors (Vaughan et al., 2008). Most of the 
participants in Hesse-Biber et al.’s (2004) qualitative study of African American female body 
satisfaction, discussed above, referred to weight as a “fixed feature,” not particularly subject to 
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control or manipulation. This allowed them to refrain from dieting, or stop after trying to lose 
weight (Hesse-Biber et al., 2004). 
 Despite these findings, it is possible that minority status no longer protects individuals 
from body dissatisfaction and weight loss attempts because mainstream culture and values 
espoused by the media, family, and peers likely reach all groups, regardless of race or ethnicity 
(Shaw et al., 2004). In fact, one study by Dorsey, Eberhardt, and Ogden (2010) found that 
individuals with correct weight perception (reporting that they are overweight or obese when 
they are by BMI standards) are more likely to report trying to lose weight or not to gain weight. 
This was true for the entire nationally representative sample (N=11,319), but the magnitude of 
the association was strongest among non-Hispanic black females (Dorsey et al., 2010). Riley and 
colleagues (1998) studied a population-based sample of 1,143 black women ages 24-42 years for 
the Coronary Artery Risk Development in Young Adults (CARDIA) study. They found that 
variations in body image associated with obesity among black women demonstrated patterns 
similar to those of white women (Riley et al., 1998; Thomas, 1989). Their findings suggest that 
among black women, higher BMI is associated with poorer self and body image (Riley et al., 
1998).  
Other studies have found comparable findings. Using a survey drawn from a pool of over 
20,000 Consumer Reports subscribers, Striegel-Moore, Wilfley, Caldwell, Needham, and 
Brownell (1996) selected 162 black female respondents who made at least one dieting effort 
within three years of the time of the study, and a matched sample of 162 white women. They 
found that once black women become dieters, they might be more similar to white women. 
Striegel-Moore and colleagues did not find any significant differences between the women’s 
attitudes about their weight or the reasons for attempting their most recent dieting effort (1996). 
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They also did not differ in the types of weight loss strategies that they used. This suggests that 
there may be more similarities than previously examined when it comes to race/ethnicity and 
weight control behaviors.   
Body Satisfaction, Weight Behaviors, and Gender 
 In the United States, dieting is not a gender-neutral activity. Females are more likely to 
report body dissatisfaction than males, and perceive a need to lose weight even when they are 
within the “healthy weight” range (Banks, 1992; Huon et al., 1990; Paeratakul et al., 2002; 
Tiggemann & Pennington, 1990). Also, heavier men are less likely than women to regard 
themselves as fat or to be worried about their weight (Broom & Dixon, 2008; Monaghan, 2006). 
More women than men try to lose weight at a given time, and do so at lower BMI levels (Bish et 
al., 2005). There is also a greater social focus on women’s bodies that leads them to be more 
worried about their bodies, and means that women are more likely to be judged on appearance 
than men (Fredrickson & Roberts, 1997; Hesse-Biber, 1996). “Women’s focus on their 
appearance, which was previously thought of as vanity, can be looked at as women’s strategy for 
helping to determine how others will treat them” (Fredrickson & Roberts, 1997, p. 179). 
 Contrary to the drive for thinness felt by women, men may aspire to a larger body size as 
a symbol of dominance and competence, reinforced by ultra-muscular male figures in mass 
media images (Diedrichs & Lee, 2010; McLaren, 2011). Among children, young girls often wish 
to be thinner, while boys often wish to be larger and more muscular, a reflection of contemporary 
gender norms (McLaren, 2011; McVey, Tweed, & Blackmore, 2005). Gender differences in 
dieting are reflected in and reinforced by the content of popular magazines, with diet-related 
articles appearing much more frequently in women’s rather than men’s (Andersen & 
DiDomenico, 1992; Knobloch-Westerwick & Crane, 2012). Women are more likely than men to 
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diet, use diet pills, take laxatives, undergo surgery, and exercise specifically to lose weight 
(Berg, 1995; Garner, 1997; Wolfe, 1991). ‘Yo-yo’ dieting or weight cycling is common for 
women, and problematic because it can lead to stress, anxiety, decrease of metabolic rate, 
nutrient deficiencies, and eating disorders (Abraham & Mira, 1988; Barber & Bull, 1985; Saguy, 
2013).  
However, more recently weight loss related messages have increased in men’s magazine, 
suggesting that men are becoming more concerned about their appearances, in particularly their 
weights (Knoblock-Westerwick & Crane, 2012; Mishkind, Rodin, Silberstein, & Striegel-Moore, 
1986). This is likely an effect capitalism, as there is enormous financial potential in promoting 
body concern in men (Hesse-Biber, 1996). Overall, while men attempt to manage their body 
weight, they approach it in different ways than women (Broom & Dixon, 2008). Hegemonic 
masculinity is central to the way that men view and approach dieting, which is traditionally seen 
as feminine (Mallyon, Holmes, Coveney, & Zadoroznyj, 2010). Men may avoid dieting because 
of the feminine, and therefore negative, views of weight loss behaviors (Mallyon et al., 2010).  
Those that do engage in weight loss are more likely to do so in private spaces or in connection 
with women, usually partners, who are managing their own diets (Mallyon et al., 2010). It is 
clear that weight management is not the same for men as it is for women.  
Body Satisfaction, Weight Behaviors, and Age 
 In girls, body dissatisfaction first emerges between the ages of 5 and 7 years old (Dohnt 
& Tiggemann, 2005). From then on, it seems that girls and women are expected to be at war with 
their bodies. Thinness and youthfulness are strongly correlated to attractiveness in Western 
cultures, which raises questions on body satisfaction as women age (Bedford & Johnson, 2006). 
Three theories have been offered: (1) Body dissatisfaction may remain stable across age groups 
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(Lewis & Cachelin, 2001; Tiggemann & Lynch, 2001; Webster & Tiggemann, 2003); (2) Older 
women may have more positive body image than younger women as a result of changing social 
expectations related to appearance (Franzoi & Koehler, 1998; Hetherington & Burnett, 1994; 
Hurd, 2000); and (3) Women have more negative body image as they age because of society’s 
emphasis on youth and slenderness (Cash & Henry, 1995; Hurd, 2000). This third theory implies 
that there may be a fear of aging and loss of attractiveness and sexuality (Gupta, 1990). The 
“young-old” age category (65 to 74 years old) is of particular concern because of the visible 
signs of aging that are occurring (Fallaz, Bernstein, Van Nes, Rouget, & Morabia, 1999).  
 In their 2006 study, Bedford and Johnson recruited 49 younger women (ages 19 to 23) 
and 51 older, community-dwelling women (ages 65 to 74) through poster advertisements, word 
of mouth, and email to evaluate compare the body image and weight loss practices of younger 
and older women. Approximately three-quarters of all women sampled reported a negative body 
image, suggesting that age does not play much of a role in body dissatisfaction (Bedford & 
Johnson, 2006), consistent with the first theory presented that body concerns remain while aging 
(Bedford & Johnson, 2006; Lewis & Cachelin, 2001; Tiggemann & Lynch, 2001; Webster & 
Tiggemann, 2003).  The younger women’s body concerns appeared to be more sensitive to 
media constructions than older women. The older women would have had much less media 
exposure to the thin ideal while growing up, so this is likely the result of the expansion of media 
in more recent times (Bedford & Johnson, 2006). Although older women seemed to be less 
sensitive to this social influence, societal pressures still may play a role in the evaluations of their 
bodies, as it explained 31% of younger women’s and 17% of older women’s variable in body 
dissatisfaction, the most significant determinant studied (Bedford & Johnson, 2006).  
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 Using semi-structured interviews with 22 community-dwelling older women, aged 61 to 
92 years, Clarke (2002) examined whether motivations for weight loss were health or 
appearance-related for the older population. When the participants were asked why they thought 
women were concerned by their weight, four women stated that appearance was the primary 
reason, five women chose health reasons, and thirteen believed it was a combination of the two 
(Clarke, 2002). The four women who chose appearance as the primary reason for weight concern 
and control ranged in age from 67 to 82 years and varied in their educational, employment, 
marital, and socioeconomic backgrounds. One woman in particular expressed repulsion towards 
younger women who seemed to pay little attention to their weight or appearance (Clarke, 2002). 
Only two of the four women discussed the impact of the media on expectations of appearance. 
Consumer culture did not appear to have a strong influence on the older women interviewed, as 
there will little discussion of the connections between consumerism and body ideals (Clarke, 
2002). 
Also from diverse backgrounds, the five women who referred to health as the primary 
reason for weight concern ranged from ages 69 to 81 years. A number of the participants 
expressed the importance of health when it came to their weight, but still made comments about 
their appearances in their explanations. Several women acknowledged that the 
interconnectedness of weight and health were recent developments (Clarke, 2002). In particular, 
two women believed that health should be the reason why women were concerned about weight, 
and felt that most women were not sufficiently interested in doing something about it (Clarke, 
2002).  
The majority of participants (13 out of 22) felt that women’s focus on body weight was 
due to a combination of health and appearance. However, there was an underlying bias against 
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appearance as a legitimate reason for losing weight, suggesting that there is a bit of a hierarchy 
among legitimate weight control motivations among older women (Clarke, 2002). Several of the 
women interviewed expressed that the link between weight and health had been emphasized by 
those in the medical community, and listed that their doctors had played key roles in their dieting 
histories (Clarke, 2002). Clarke’s (2002) study suggests that motivations for weight loss may 
differ among older women.  
Body Satisfaction, Weight Behaviors, and Marital Status 
 Research has indicated that the prevalence of overweight and obesity also differs by 
marital status for men and women (Klos & Sobal, 2013). Married men are the group most likely 
to be overweight or obese of all gender and marital status categories (Schoenborn, 2004; 
Sobal,  Rauschenbach, & Frongillo, 1992). The variation is less apparent among overweight and 
obese women, however unmarried women involved in dating relationships have lower BMI 
values than those who are unmarried and not in romantic relationships (Klos & Sobal, 2013; 
Sheets & Ajmere, 2005). This is likely linked to the importance of weight in mainstream 
definitions of attractiveness, especially for women. Seeking a partner may influence individuals 
to attempt to attain or maintain an ideal body weight in an effort to be more attractive for a 
potential mate (Bove & Sobal, 2011; Shilling, 2003).  
 Body weight changes associated with relationship transitions also influence researchers to 
believe that romantic relationships are relevant when examining weight. Entering marriage is 
associated with weight gain, most notably among women (Dinour, Leung, Tripicchio, Khan, & 
Yeh, 2012; Sobal, Rauschenbach, & Frongillo, 2003). Married individuals may feel less pressure 
to reach or uphold an “ideal body weight,” and are possibly influenced by marital activities that 
may promote weight gain, such as shared meals and dietary temptations, less personal time for 
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physical activity, and childbearing and childrearing (Anderson, Marshall, & Lea, 2004; Klos & 
Sobal, 2013; Nomaguchi & Bianchi, 2004).  
 Klos and Sobal (2013) used data from the 1999-2002 National Health and Nutrition 
Examination Survey (NHANES) to study how marital roles affect weight perceptions, desires, 
and behaviors. Findings from their nationally representative sample (total n = 8,078) suggest that 
differences exist based on marital status. After controlling for demographics that may affect body 
weight, Klos and Sobal found that men in married or cohabiting relationships were found to have 
higher body weight than men who had never married, consistent with previous research 
(Schoenborn, 2004; Sobal et al., 1992). They also found that women in married or cohabiting 
relationships weighed similar to women who had never married, while divorced or separated 
women were more likely to be overweight (Klos & Sobal, 2013). Klos and Sobal also observed 
that weight perception, the desire to change one’s weight, and weight management varied by 
marital status, although significant primarily among women rather than men (2013). Nearly 75% 
of women who were married or cohabiting, or divorced or separated, felt that they were 
overweight and wanted to lose weight. This was significantly less common among the women 
who had never married (Klos & Sobal, 2013). This suggests that the desire for thinness may not 
lessen after marriage. It is also suggested that the desire for a lesser body weight may be 
motivated by wanting to satisfy her partner, as well as maintain a culturally acceptable 
appearance (Paquette & Raine, 2004) or the result of changes to the body after childbearing 
(Heinburg & Guarda, 2002).  
Research Question and Hypothesis 
Based on the literature reviewed above, this project will ask whether socioeconomic 
status, measured by income, influences weight loss desires and behaviors. A gap in the literature 
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exists on how social class determines or limits strategies that dieters of different SES use. This 
analysis on income and weight loss techniques will try to fill in some of that gap. Attention will 
also be paid to the desire to lose weight and whether the respondents tried to lose weight in the 
previous year. This paper is an exploratory project, however I believe that a relationship exists. 
Due to the time and monetary costs of weight management, I expect to find that individuals of 
lower income will engage in weight control behaviors less than those of higher classes. I also 
expect that strategies will vary by income due to the expenses involved.  
In order to examine the potential impact of socioeconomic status on weight control 
behaviors, I conducted secondary data analysis using the 2009-2010 National Health and 
Nutrition Examination Survey (NHANES) conducted by the National Center for Health Statistics 
under the Centers for Disease Control and Prevention (CDC).   
Methods 
Data 
This thesis uses secondary data from the National Health and Nutrition Examination 
Survey (NHANES) 2009-2010, collected between January 2009 and December 2010 
(CDC/National Center for Health Statistics, 2013). A major program of the National Center for 
Health Statistics (NCHS), housed within the CDC, the NHANES is a continuous two-year study, 
using both interviews and physical examinations, designed to evaluate the health and nutrition of 
adults and children in the United States (CDC/National Center for Health Statistics, 2014). 
The NHANES was designed as a stratified, multistage probability sample of the civilian, 
non-institutionalized United States population. Households that were identified for inclusion 
were mailed a letter informing the occupants that an NHANES interviewer will visit their home. 
Trained household interviewers administered all questionnaires and recorded them using a 
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computer-assisted personal interview (CAPI) system. Eligible occupants were asked if they 
would like to participate in the survey and examination after being shown a brochure about the 
study, and interested respondents were asked to sign an interview consent form to document their 
agreement. After the household interview was completed, appointments were scheduled with the 
participants and the NHANES field office for the health examination component. Health exam 
participants received compensation, in addition to reimbursement for any necessary 
transportation and childcare costs. Data from a total of 10,537 individuals of all ages is contained 
in the NHANES 2009-2010 (CDC/National Center for Health Statistics, 2013).  
Sample 
 The analytic sample for this project consists of 4,341 individuals ages 20-74. For this 
project, respondents who answered “don’t know” or “refused” the variables in question or 
skipped questions were dropped. Only adults aged 20-74 were included in this sample because 
marital status was only reported for individuals 20 years and older.  The sample was stopped at 
74 years because of importance of the “young-old” age category (65-74 years) related to body 
perception as discussed by Fallaz et al. (1999). The elderly tend to dismiss consumer culture as a 
source for weight concern, instead worry about weight in relation to declining health and 
physical abilities as they age (Clarke, 2002). This was a little outside the realm of this project’s 
aims. After filtering out cases that did not fit these criteria, the original sample size of 10,537 
was reduced to 4,341. For the analyses on weight loss strategies used, only those who answered 
“yes” to trying to lose weight in the past year will be studied. This reduces the analytic sample to 
1,512 participants. 
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Variables 
Dependent Variables. There are three main dependent variables for this analysis: desire 
to lose weight, tried to lose weight in the past year, and the types of weight loss practices used in 
the past year. These questions were asked as part of the “weight history” questionnaire of the 
NHANES. Participants were asked if they would like to weigh more, less, or stay about the same, 
which was used to determine the sample’s desire to lose weight. These responses were recoded 
and dichotomized as 1 = yes if they reported wanting to weight less, 0=no if they answered that 
they would like to weigh more or stay about the same. 
Participants were also asked whether they tried to lose weight during the past 12 months, 
answers to which were dichotomized as 1=yes, 0=no. For those who tried to lose weight in the 
last year (N=1,512), they were asked, “How did you try to lose weight?” and given a list of 
potential strategies used. These approaches included ate less to lose weight; switched to foods 
with lower calories; ate less fat to lose weight; exercised to lose weight; joined a weight loss 
program such as Weight Watchers, Jenny Craig, Tops, or Overeaters Anonymous; and ate more 
fruits, vegetables, salads (NHANES, 2012). The first five listed are often medically endorsed 
methods for losing weight, pinpointing unhealthy lifestyle choices in relation to diet and physical 
activity. Joining a weight loss program was also important to this analysis because of the impact 
of the diet industry on society and individuals, and the costs involved with using this technique.  
Independent Variables. The primary independent variable in this analysis is 
socioeconomic status as measured by family income to poverty, as calculated by the NHANES 
researchers. The ratio of family income to poverty was calculated using Health and Human 
Services’ (HSS) poverty guidelines at the time of survey coding. This variable was calculated by 
dividing family income by the poverty guidelines, specific to family size, as well as the 
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appropriate year and state. (NHANES, 2011). If family income was reported as a range, the 
midpoint of the range was used to compute the variable. Values at or above 5.00 were coded as 
5.00. The values were not computed if family income data was not reported (NHANES, 2011).  
For this analysis, the poverty ratio variable was recoded from a continuous variable, 
which ranged from 0 to 5.00 (representing 500+% of the poverty level), into a categorical 
variable for with three discrete categories: low-income (0-130%), middle-income (131-350%), 
and high-income (350+%). These categories are loosely based on poverty line distinctions for the 
Affordable Care Act, as families making less than 133 percent of the poverty line are now 
covered through Medicaid. Families between 133 percent and 400 percent of the poverty line 
receive tax credits on a sliding scale to help pay for private insurance (Klein, 2012). The three 
specific cut-offs used in this analysis were chosen to reflect how the CDC and NCHS report 
obesity and socioeconomic status in their data briefs using the NHANES data (see Ogden, Lamb, 
Carroll, & Flegal, 2010). At the time of the survey in 2010, the average poverty threshold for a 
family of four was $22,314 (United States Census Bureau, 2014). 
Control Variables. Because of the impact of a number of sociodemographic factors on 
weight, weight satisfaction, and weight control as examined in the literature review, it is 
important to include the following in my analysis of weight management behaviors: gender, race, 
age, marital status, and education. Demographic questions were asked at the beginning of the 
survey. Gender was recorded as male or female by the interviewer. Age was recorded in years at 
the time of the home screening, and was coded as a discrete variable. Individuals over the age of 
80 were coded at 80 years of age, but for the purpose of this study, participants were dropped if 
over the age of 74 years. For analysis purposes, I recoded the age variable into four categories: 
Young adult (20-26), adult (27-41), midlife (42-64), and young-old (65-74). These groupings 
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were chosen after dropping missing cases from all other variables, and looking at the distribution 
of the participants’ ages. After cleaning the data, the youngest age in this set was 20 years. I 
wanted young adult to be separate due to the likelihood of still being in college, and the effect tht 
has on one’s income. In addition, young-old needed to be its own category based on the previous 
literature on age and body image discussed by Fallaz et al. (1999). 
The race/ethnicity variable was derived from a few questions that were asked about self-
identified race and Hispanic/Latino origin. The 2009-2010 NHANES oversampled the entire 
Hispanic population so that trends in their health could be monitored (CDC/National Center for 
Health Statistics, 2013). Respondents who reported Hispanic/Latino origin or ancestry were 
grouped as Mexican American or Hispanic for the race variable in the original dataset. For my 
research, I recoded the race/ethnicity variable to four categories: Non-Hispanic white, non-
Hispanic black, Hispanic, and other. NHANES researchers collected marital status by asking, 
“Are you now married, widowed, divorced, separated, never married or living with a partner?” 
This was recoded into two categories for analysis purposes: Married or cohabiting and not 
married. For education, participants marked the highest grade or level of school they had 
completed, or the highest degree they received. I recoded these responses into four categories: 
Less than high school diploma, high school diploma or equivalent, some college or associates 
degree, and college graduate and above.  
Control variables were added to the models based on inherited vs. acquired 
characteristics. Race/ethnicity, gender, and age, which are generally inherited features, were 
added in the first two models following the unadjusted, followed by education and marital status, 
which are considered acquired characteristics.  
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Statistical Analysis 
Using IBM SPSS Statistics 21, I applied a number of descriptive, bivariate, and 
multivariate statistical analyses including frequencies, cross tabulations with chi-square analysis, 
and stepwise logistic regression. 
Results  
Desire to Lose Weight and Weight Loss Attempts 
Tables 1 and 2 present the sociodemographic characteristics for the analytic sample. The 
respondents were distributed almost evenly by income, with 35% of participants in the category 
for low-income (0-130%), 36% in the middle (131-350%) category, and 29% falling into the 
high-income (351+%) group. Slightly over half of the sample was male (51%). Forty-seven 
percent self-identified as non-Hispanic white, 18% as non-Hispanic black, 29% as Hispanic due 
to an oversampling, and 6% other. Most participants (43%) fell into the “midlife” age category, 
representing ages 42-64. Twenty-nine percent were adults (ages 27-41), 15% were young-old 
(ages 65-74), and 13% were young adults (ages 20-26). Slightly over one-quarter of the sample 
had some college or an associates degree (28%), 27% had less than a high school diploma, 23% 
had a high school diploma or equivalent, and 22% were college graduates or above. The majority 
of respondents were married or cohabiting (61%). 
   Table 1 also presents the sociodemographic characteristics by desire for weight loss. 
Sixty-two percent of the sample reported that they wanted to weigh less than they did at the time 
of the survey. Bivariate analyses revealed a significant association between income and the 
desire to lose weight. Nearly seventy percent (69%) of individuals of higher income (351+% 
FPL) wanted to weigh less, compared to 62% in the middle group, and just over half (56%) of 
those from lower incomes (p<.001). The data also showed a significant association between race 
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and weight loss desire (p<.001). Non-Hispanic whites were more likely to desire to lose weight 
(67%), followed by Hispanics (61%), other (56%), and non-Hispanic blacks (55%). One of the 
most pronounced differences in the desire to lose weight can be found when looking at gender. 
Nearly three-quarters of the women (72%) surveyed wanted to weigh less, compared to just over 
half of men (52%; p<.001). Young adults (ages 20-26) were least likely to want to weigh less 
(50%), while those in the midlife category (ages 42-64) were most likely (66%). Sixty-four 
percent of adults (27-41) expressed a desire to lose weight, compared to 60% of those in the 
young-old category (ages 65-74). Age was also significantly associated with the desire to weigh 
less (p<.001). Two-thirds of participants with some college or associates degree, and two-thirds 
of college graduates or above reported they wanted to weigh less than they did at the time of the 
survey, while 62% of those with a high school diploma or equivalent and 56% of those with less 
than a high school diploma expressed that desire (p<.001). Those surveyed who were in married 
or cohabiting relationships were more likely to express a desire to lose weight than those who 
were not (65% vs. 58%, p<.001).  
Table 2 displays bivariate analyses of weight loss attempt with sociodemographic 
characteristics. Thirty-five percent of the sample population reported trying to lose weight in the 
year prior to the survey. Participants from higher incomes were more likely to have engaged in 
weight loss in the previous year (41% vs. 36% vs. 29%, p<.001). Race was not associated with 
trying to lose weight. Again, there was a noticeable difference between the men and women 
surveyed, with 43% of women reporting that they tried to lose weight and 26% of men reporting 
the same (p<.001). Adults were most likely to employ weight loss behaviors (38%), while 35% 
of those in the midlife category, 33% of young adults, and 29% of the young-old reported they 
tried to lose weight (p<.001). Forty percent of participants in both the some college category and 
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college graduate group tried to lose weight, compared to 34% of those with a high school 
diploma or equivalent and only 27% of those with less than a diploma (p<.001). Marital status 
was not associated with weight loss attempts.  
Table 3 displays a summary of the stepwise logistic regression model results from the 
desire to lose weight variable. In the unadjusted model (equation 1), those in the low-income 
group are significantly less likely to want to weigh less (OR=.775, CI=.671-.895), while those in 
the high-income group are significantly more likely to desire to lose weight (OR=1.391, 
CI=1.188-1.629). This relationship remains with the addition of race/ethnicity to the model in 
equation 2. Non-Hispanic blacks (OR=.654, CI=.551-.775), Hispanics (OR=.852, CI=.733-.991), 
and other (OR=.679, CI=.521-.883) are significantly less likely than non-Hispanic whites to 
desire to lose weight. This relationship remained through all models, except among Hispanics. 
The relationship between income and desire to lose weight strengthens with the additions of 
gender and age to the model in equation 3 (OR=.769, CI=.662-.894; OR=1.346, CI=1.140-1.190). 
Gender is significant associated with desire to lose weight, with females being two and a half 
times more likely to report wanting to lose weight (OR=2.520, CI=2.214-2.867). This 
relationship remains through to the fully adjusted model (equation 5). Individuals in the adult age 
group (OR=1.710, CI=1.389-2.105), midlife (OR=1.948, CI=1.598-2.375), and young-old 
(OR=1.474, CI=1.165-1.866) are more likely to desire to lose weight than young adults. This 
relationship remains throughout the models. 
The relationship between income and desire to lose weight weakens with the addition of 
education to the model, but stays significant (OR=.802, CI=.689-.935; OR=1.308, CI=1.000-
1.555). Those with less than a high school diploma are significantly less likely to want to lose 
weight (OR=.797, CI=.662-.959). In the fully adjusted model, marital status is a significant 
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predictor of weight loss desire, with participants who are not married being less likely to want to 
lose weight (OR=.780, CI=.680-.894). Low-income was no longer significantly associated with 
weight loss desire in the fully adjusted model, but those in the high income group were still 
significantly more likely to want to lose weight (OR=1.280, CI=1.076-1.523). 
Logistic regression of the sociodemographic variables and weight loss attempt is shown 
in table 4. In the unadjusted model (equation 1), low-income is a significant predictor for less 
engagement in weight loss (OR=.749, CI=.644-.871), while high-income is significant in 
increasing the likelihood for weight loss behavior (OR=1.229, CI=1.055-1.432). Introducing 
race/ethnicity to the model causes no change in the association between income and weight loss 
attempt, and race remains insignificant throughout all models.  Gender is very telling when it 
comes to weight loss behaviors. Females are over two times more likely to try to lose weight 
than males (OR=2.264, CI=1.988-2.579). This relationship remains throughout all models. 
Age does not affect the relationship between income and weight loss attempt, though 
young-old individuals are significant less likely than young adults to report trying to lose weight 
(CI=.780; OR=.608-1.000). This association is no longer significant when education is added to 
the model in equation 4. Education also weakens the strength of high-income to weight loss 
behaviors (OR=1.187, CI=1.004-1.402). Individuals with less than a high school diploma are 
significantly less likely to report engaging in weight loss in the past year (OR=.729; CI=.600-
.885). Marital status is not significantly associated with attempting weight loss. The association 
between income and weight loss attempt weakens by the fully adjusted model (equation 5). 
Controlling for race, gender, age, education, and marital status, high-income no longer holds as a 
predictor for weight loss attempts, while individuals of low-incomes remain significantly less 
likely to engage in weight loss (OR=.778, CI=.663-.913). 
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Table 1 Bivariate analysis (chi-square) of weight loss desire with sociodemographic 
characteristics. 
 
Total 
Desire to Weigh Less 
Yes No p-value 
Total 4,341 62% (2,706) 38% (1,635)  
Income*     
Low (0-130% FPL) 35% (1,528) 56% (859) 44% (669) <.001 
Middle (131-350% FPL) 36% (1,554) 62% (969) 38% (585)  
High (351+% FPL) 29% (1,259) 69% (878) 31% (381)  
Gender     
Female 49% (2,109) 72% (1,606) 28% (626) <.001 
Male 51% (2,232) 52% (1,100) 48% (1,009)  
Race/Ethnicity     
Non-Hispanic White 47% (2,043) 67% (1,365) 33% (678) <.001 
Non-Hispanic Black 18% (788) 55% (437) 45% (351)  
Hispanic 29% (1,250) 61% (758) 39% (492)  
Other 6% (260) 56% (146) 44% (114)  
Age     
Young adult (20-26) 13% (579) 50% (287) 50% (292) <.001 
Adult (27-41) 29% (1,253) 64% (799) 36% (454)  
Midlife (42-64) 43% (1,854) 66% (1,226) 34% (628)  
Young-Old (65-74) 15% (656) 60% (394) 40% (261)  
Education     
Less than HS Diploma 27% (1,176) 56% (658) 44% (518) <.001 
HS Diploma 23% (1,012) 62% (622) 38% (390)  
Some College 28% (1,211) 66% (801) 34% (410)  
College Graduate+ 22% (942) 66% (625) 34% (317)  
Marital Status     
Married or Cohabiting 61% (2,641) 65% (1,722) 35% (919) <.001 
Not Married 39% (1,700) 58% (984) 42% (716)  
Source: NHANES (2009-2010). N=4,341. 
*Income is represented by family income to poverty ratio, which has been converted to 
percentages and distributed into three categories for this analysis. For example, the first 
category, 0-130% represents those who are 1.30 times the poverty threshold or less 
(United States Census Bureau, 2013). In 2010, the poverty threshold for a family of four 
was $22,314 (United States Census Bureau, 2014).  
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Table 2 Bivariate analysis (chi-square) of weight loss attempt with sociodemographic 
characteristics. 
 
Total 
Tried to lose weight in past year 
Yes No p-value 
Total 4,341 35% (1,512) 65% (2,829)  
Income*     
Low (0-130% FPL) 35% (1,528) 29% (448) 71% (1,080) <.001 
Middle (131-350% FPL) 36% (1,554) 36% (554) 64% (1,000)  
High (351+% FPL) 29% (1,259) 41% (510) 59% (749)  
Race/Ethnicity     
Non-Hispanic White 47% (2,043) 36% (731) 64% (1,312) .610 
Non-Hispanic Black 18% (788) 33% (262) 67% (526)  
Hispanic 29% (1,250) 34% (430) 66% (820)  
Other 6% (260) 34% (89) 66% (171)  
Gender     
Female 49% (2,109) 43% (966) 57% (1,266) <.001 
Male 51% (2,232) 26% (546) 74% (1,563)  
Age     
Young Adult (20-26) 13% (579) 33% (191) 67% (388) .001 
Adult (27-41) 29% (1,253) 38% (472) 62% (781)  
Midlife (42-64) 43% (1,854) 35% (659) 65% (1,195)  
Young-Old (65-74) 15% (656) 29% (190) 71% (465)  
Education     
Less than HS Diploma 27% (1,176) 27% (317) 73% (859) <.001 
HS Diploma 23% (1,012) 34% (341) 66% (671)  
Some College 28% (1,211) 40% (478) 60% (733)  
College Graduate+ 22% (942) 40% (376) 60% (566)  
Marital Status     
Married or Cohabiting 61% (2,641) 36% (947) 64% (1,694) .077 
Not Married  39% (1,700) 33% (565) 67% (1,135)  
Source: NHANES (2009-2010). N=4,341. 
*Income class is represented by family income to poverty ratio, which has been converted to 
percentages and distributed into three categories for this analysis. For example, the first 
category, 0-130% represents those who are 1.30 times the poverty threshold or less 
(United States Census Bureau, 2013). In 2010, the poverty threshold for a family of four 
was $22,314 (United States Census Bureau, 2014). 
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Table 3 Logistic regression sociodemographic variables and desire to lose weight. 
Source: NHANES 2009-2010. N=4,341. 
*p<.05; **p<.01; ***p<.001 (two-tailed tests). 
(a) Middle (131-350% FPL) is omitted reference group; (b) Non-Hispanic White is the omitted reference group; (c) Male is the omitted reference 
group; (d) Young adult (20-26) is the omitted reference group; (e) High school diploma is the omitted reference group; (f) Married or cohabiting is 
the omitted reference group
Variable 
Equation 1 
Unadjusted Model 
Equation 2 Equation 3 Equation 4 Equation 5 
Fully Adjusted Model 
Exp B (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) 
Income(a)           
Low (0-130% FPL) .775***(.671-.895) .776***(.671-.896) .769***(.662-.894) .802**(.689-.935) .824(.706-.961) 
High (351+% FPL) 1.391***(1.188-1.629) 1.324***(1.127-1.555) 1.346***(1.140-1.590) 1.308**(1.000-1.555) 1.280**(1.076-1.523) 
Race (b)          
Non-Hispanic Black  .654***(.551-.775) .642***(.539-.765) .643***(.539-.768) .665***(.556-.794) 
Hispanic  .852*(.733-.991) .845*(.723-.987) .901(.766-1.059) .889(.756-1.046) 
Other  .679**(.521-.883) .682**(.519-.896) .688**(.523-.905) .672**(.510-.885) 
Gender (c)          
Female    2.520***(2.215-2.867) 2.502***(2.198-2.848) 2.553***(2.241-2.908) 
Age (d)          
Adult    1.710***(1.389-2.105) 1.755***(1.424-2.162) 1.648***(1.333-2.037) 
Midlife    1.948***(1.598-2.375) 2.046***(1.674-2.501) 1.928***(1.573-2.363) 
Young Old    1.474***(1.165-1.866) 1.577***(1.242-2.003) 1.494***(1.174-1.902) 
Education (e)          
Less than HS Diploma      .797*(.662-.959) .791*(.657-.952) 
Some College      1.107(.923-1.327) 1.120(.934-1.344) 
College Graduate+      .968(.790-1.187) .964(.786-1.183) 
Marital Status (f)          
Not Married        .780***(.680-.894) 
Nagelkerke R
2
 .017 .025 .098 .102 .106 
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Table 4 Logistic regression sociodemographic variables and tried to lose weight in the past year. 
Source: NHANES 2009-2010. N=4,341. 
*p<.05; **p<.01; ***p<.001 (two-tailed tests). 
(a) Middle (131-350% FPL) is omitted reference group; (b) Non-Hispanic White is the omitted reference group; (c) Male is the omitted reference 
group; (d) Young adult (20-26) is the omitted reference group; (e) High school diploma is the omitted reference group; (f) Married or cohabiting is 
the omitted reference group.
Variable 
Equation 1 
Unadjusted Model 
Equation 2 Equation 3 Equation 4 Equation 5 
Fully Adjusted Model 
Exp B (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) 
Income(a)           
Low (0-130% FPL) .749***(.644-.871) .746***(.641-.868) .713***(.610-.833) .768***(.656-.901) .778**(.663-.913) 
High (351+% FPL) 1.229**(1.055-1.432) 1.233**(1.055-1.441) 1.281**(1.091-1.503) 1.187*(1.004-1.402) 1.174(.992-1.388) 
Race (b)          
Non-Hispanic Black  .942(.790-1.123) .951(.795-1.138) .971(.810-1.163) .986(.822-1.183) 
Hispanic  1.042(.894-1.213) 1.041(.891-1.217) 1.153(.980-1.357) 1.149(.976-1.351) 
Other  .996(.758-1.310) .975(.737-1.291) .964(.727-1.278) .955(.720-1.266) 
Gender (c)          
Female    2.264***(1.988-2.579) 2.240***(1.965-2.552) 2.255***(1.978-2.571) 
Age (d)          
Adult    1.149(.928-1.423) 1.180(.952-1.464) 1.147(.922-1.427) 
Midlife    1.053(.858-1.292) 1.122(.912-1.381) 1.092(.855-1.348) 
Young Old    .780*(.608-1.000) .854(.663-1.099) .834(.646-1.076) 
Education (e)          
Less than HS Diploma      .729***(.600-.885) .727***(.599-.883) 
Some College      1.156(.966-1.383) 1.163(.972-1.392) 
College Graduate+      1.130(.925-1.381) 1.130(.924-1.381) 
Marital Status (f)          
Not Married        .898(.781-1.031) 
Nagelkerke R
2
 .012 .013 .066 .073 .074 
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Weight Loss Strategies 
Bivariate analyses between sociodemographic variables and the six selected weight loss 
strategies can be found in tables 5.1 and 5.2. Table 5.1 displays the relationship between the 
sociodemographic characteristics and exercised, ate less food, and ate more fruits, vegetables, 
and salads to lose weight. Those in the high-income group were more likely to report that they 
exercised with the goal to lose weight (69% vs. 59% middle, 53% low; p<.001). When it came to 
race/ethnicity, those in the other category and non-Hispanic black were more likely to report that 
they exercised for weight loss (72% and 67% respectively vs. 59% non-Hispanic white and 57% 
Hispanic; p<.010). The most pronounced differences can be found when looking at age and 
education in relation to exercising to lose weight. Almost eighty percent of young adults (78%) 
who tried to lose weight in the past year reported that they engaged in exercise to do so, 
compared to 67% of adults, 57% of midlifers, and only 41% of those in the young-old group 
(p<.001). When we look at how the various educational groups reported their techniques used, 
74% of college graduates said that they tried to lose weight by exercising, 63% of those with 
some college, 56% of those with a high school diploma, and less than half of those with less than 
a high school diploma (47%; p<.001). Gender and marital satus were not associated with 
exercising to lose weight.  
There was no significant difference between income and ate less food to lose weight, 
with just under 60% of all groups reporting that they restricted their diet (p=.938). Additionally, 
race/ethnicity, gender, and marital status were not associated with eating less to lose weight. 
Participants from the midlife and young-old age groups were most likely to say they had eaten 
less in the past year to try to lose weight (61% and 60%), followed by 56% of adults and 50% of 
young adults (p<.050). The most pronounced difference can be found between educational levels. 
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College graduates and above were most likely to eat less to lose weight, with 65% reportedly 
doing so, compared to 56% of those with some college and less than high school and 55% of 
those with a high school diploma (p<.050). 
Some differences existed between income groups, however it was not significant 
(p=.084). Forty-one percent of those in the high-income group reported that they ate more fruits, 
vegetables, and salads while attempting to lose weight, compared to 38% of those in the middle-
income group and 34% of the lower income group. However, bivariate analyses revealed a 
significant association between race/ethnicity and eating more fruits, vegetables, and salads. 
Forty-two percent of non-Hispanic blacks reported that they used this method to lose weight, 
compared to 40% of non-Hispanic whites, 39% other, and 32% of Hispanics (p<.027). Again, the 
most pronounced differences can be found when looking at education and age in relation to 
eating more fruits and vegetables. Young adults reported using this method the most (45%), 
followed by those in the midlife category (40%), adults (38%), and young-old (26%; p<.001). 
Forty-five percent of college graduates said they ate more fruits, vegetables, and salads to lose 
weight compared to 43% of those with some college, 35% of those with a high school diploma, 
and 27% of participants with less than a high school diploma (p<.001). Gender and marital status 
were not associated with eating more fruits, vegetables, and salads to lose weight. 
  Table 5.2 shows the bivariate analyses between the sociodemographic variables and the 
last three techniques chosen for this study: ate less fat, switched to lower calorie foods, and 
joined a weight loss program. Bivariate analyses revealed a significant association between 
income and eating less fat. Those in the middle-income group were least likely to report using 
this method (26%), while those in the high-income group were most likely (34%; p<.050). 
Race/ethnicity was shown to be approaching significance in relation to eating less fat to lose 
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weight. Thirty-nine percent of others reported eating a diet with less fat, followed by 33% of 
non-Hispanic blacks, 31% of Hispanics, and 27% of non-Hispanic whites (p=.056). Like 
race/ethnicity, education seems to be approaching significance (p=.080). College graduates were 
more likely than the other groups to report eating less fat (35%), followed by those with a high 
school diploma (31%), while 27% of both less than high school and some college reported doing 
so. Gender, age, and marital status were not associated with eating less fat to lose weight. Just 
over one-third of participants from the high-income group reported that they switched to lower 
calorie foods to lose weight, compared to one-quarter of those from the low and middle groups 
(p<.001). Non-Hispanic whites were more likely than the racial other groups to use this method 
for weight loss (31%), followed by other (28%), non-Hispanic black (27%), and Hispanic (22%; 
p<.050). 
The most prominent difference in switching to lower calorie foods can be found when 
looking at education. About one-third of college graduates (34%) reported engaging in this 
technique, while less than 20% of those with less than a high school diploma (18%) said they 
switched to lower calorie foods to lose weight. Twenty-nine percent of participants with some 
college or associates and 27% of those with a high school diploma or equivalent said they used 
this method (p<.001). Gender, marital status, and age were not associated with switching to 
lower calorie foods to lose weight. 
The final weight loss technique included was joined a weight loss program to lose weight. 
Analyses showed that there was a significant association between income and joining a program. 
Eight percent were the most likely to join a weight loss program in their weight loss attempt, 
compared to 5% of middle-income and 4% of low-income participants (p<.010).  
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Table 5.1 
Bivariate Analyses (Chi-Square) of sociodemographics and weight loss strategies.  
 Total Exercised Ate Less Food Ate more fruits, vegetables, 
salads 
Yes No p-
value 
Yes No p-
value 
Yes No p- 
value 
Total 1,512 61%(917) 39%(595)  58%(874) 42%(638)  38%(578) 62%(934)  
Income           
Low (0-130%) 29%(448) 53%(238) 47%(210) <.001 58%(258) 42%(190) .938 34%(154) 66%(294) .084 
Middle (131-350%) 37%(554) 59%(329) 41%(225)  57%(318) 43%(236)  38%(213) 62%(341)  
High (350+%) 34%(510) 69%(350) 31%(160)  58%(298) 42%(212)  41%(211) 59%(299)  
Race/Ethnicity           
Non-Hispanic White 48%(731) 59%(432) 41%(299) .008 59%(429) 41%(302) .194 40%(294) 60%(437) .027 
Non-Hispanic Black 17%(262) 67%(175) 33%(87)  62%(161) 38%(101)  42%(110) 58%(152)  
Hispanic 29%(430) 57%(246) 43%(184)  54%(231) 46%(199)  32%(139) 68%(291)  
Other 6%(89) 72% (64) 28% (25)  60%(53) 40%(36)  39%(35) 61%(54)  
Gender           
Female 64%(966) 60%(576) 40%(390) .280 58%(563) 42%(403) .617 39%(378) 61%(588) .337 
Male 36%(546) 63%(341) 37%(205)  57%(311) 43%(235)  37%(200) 63%(346)  
Age           
Young Adult 13%(191) 78%(148) 22%(43) <.001 50%(96) 50%(95) .033 45%(86) 55%(105) .001 
Adult 31%(472) 67%(317) 33%(155)  56%(262) 44%(210)  38%(178) 62%(294)  
Midlife 44%(659) 57%(374) 43%(285)  61%(403) 39%(256)  40%(264) 60%(395)  
Young-Old 12%(190) 41%(78) 59%(112)  60%(113) 40%(77)  26%(50) 74%(140)  
Education           
Less than HS 21%(317) 47%(148) 53%(169) <.001 56%(178) 44%(139) .021 27%(84) 73%(233) <.001 
HS Diploma 22%(341) 56%(192) 44%(149)  55%(186) 45%(155)  35%(120) 65%(221)  
Some College 32%(478) 63%(299) 37%(179)  56%(267) 44%(211)  43%(206) 57%(272)  
College Graduate+ 25%(376) 74%(278) 26%(98)  65%(243) 35%(133)  45%(168) 55%(208)  
Marital Status           
Married/Cohabiting 63%(947) 60%(565) 40%(382) .310 59%(556) 41%(391) .355 38%(361) 62%(586) .912 
Not Married 37%(565) 62%(352) 38%(213)  56%(318) 44%(247)  38%(217) 62%(348)  
Source: NHANES (2009-10). N=1,512 
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Table 5.2 
Bivariate Analyses (Chi-Square) of sociodemographics and weight loss strategies. 
 Total Ate less fat Switched to lower calorie foods Joined a weight loss program 
Yes No p-value Yes No p-value Yes No p-value 
Total 1,512 30%(453) 70%(1,059)  27%(414) 73%(1,098)  6%(87) 94%(1,425)  
Income           
Low (0-130%) 29%(448) 31%(138) 69%(310) .025 25%(111) 75%(337) .001 4%(16) 96%(432) .004 
Middle (131-350%) 37%(554) 26%(144) 74%(410)  24%(132) 76%(422)  5%(28) 95%(526)  
High (350+%) 34%(510) 34%(171) 66%(339)  34%(171) 66%(339)  8%(43) 92%(467)  
Race/Ethnicity           
Non-Hispanic White 48%(731) 27%(199) 73%(532) .056 31%(225) 69%(506) .012 7%(51) 93%(680) .086 
Non-Hispanic Black 17%(262) 33%(86) 67%(176)  27%(70) 73%(192)  7%(17) 93%(245)  
Hispanic 29%(430) 31%(133) 69%(297)  22%(94) 78%(336)  4%(15) 96%(415)  
Other 6%(89) 39%(35) 61%(54)  28%(25) 72%(64)  5%(4) 95%(85)  
Gender           
Female 64%(966) 30%(292) 70%(674) .763 29%(276) 71%(690) .167 8%(77) 92%(889) <.001 
Male 36%(546) 30%(161) 70%(385)  25%(138) 75%(408)  2%(10) 98%(536)  
Age           
Young Adult 13%(191) 31%(59) 69%(132) .956 29%(56) 71%(135) .364 7%(13) 93%(178) .919 
Adult 31%(472) 29%(137) 71%(335)  27%(126) 73%(346)  6%(27) 94%(445)  
Midlife 44%(659) 30%(200) 70%(459)  29%(189) 71%(470)  6%(27) 94%(622)  
Young-Old 12%(190) 30%(57) 70%(133)  23%(43) 77%(147)  5%(10) 95%(180)  
Education           
Less than HS 21%(317) 27%(87) 73%(230) .080 18%(57) 82%(260) <.001 3%(8) 97%(309) .001 
HS Diploma 22%(341) 31%(104) 69%(237)  27%(93) 73%(248)  4%(14) 96%(327)  
Some College 32%(478) 27%(131) 73%(347)  29%(136) 71%(342)  7%(31) 93%(447)  
College Graduate+ 25%(376) 35%(131) 65%(245)  34%(128) 66%(248)  9%(34) 91%(342)  
Marital Status           
Married/Cohabiting 63%(947) 30%(283) 70%(664) .933 27%(252) 73%(695) .384 6%(58) 94%(889) .423 
Not Married 37%(565) 30%(170) 70%(395)  29%(162) 71%(403)  5%(29) 95%(536)  
Source: NHANES (2009-10). N=1,512 
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Table 6 Logistic regression sociodemographic variables and exercised to lose weight. 
Source: NHANES 2009-2010. N=1,512. 
*p<.05; **p<.01; ***p<.001 (two-tailed tests). 
(a) Middle (131-350% FPL) is omitted reference group; (b) Non-Hispanic White is the omitted reference group; (c) Male is the omitted reference 
group; (d) Young adult (20-26) is the omitted reference group; (e) High school diploma is the omitted reference group; (f) Married or cohabiting is 
the omitted reference group.  
 
 
Variable 
Equation 1 
Unadjusted Model 
Equation 2 Equation 3 Equation 4 Equation 5 
Fully Adjusted Model 
Exp B (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) 
Income(a)           
Low (0-130% FPL) .775*(.603-.997) .774* (.601-.997) .713* (.548-.928) .810 (.618-1.062) .795 (.605-1.046) 
High (351+% FPL) 1.496**(1.162-1.926) 1.564*** (1.207-2.026) 1.661*** (1.272-2.168) 1.387* (1.051-1.828) 1.392* (1.055-1.836) 
Race (b)          
Non-Hispanic Black  1.518** (1.123-2.053) 1.510** (1.108-2.058) 1.669*** (1.218-2.285) 1.639** (1.194-2.250) 
Hispanic  1.075 (.837-1.381) 1.045 (.807-1.352) 1.216 (.929-1.592) 1.222 (.933-1.600) 
Other  2.004** (1.226-3.276) 1.755* (1.059-2.908) 1.503 (.900-2.507) 1.509 (.904-2.521) 
Gender (c)          
Female    .859 (.686-1.077) .865 (.689-1.086) .864 (.688-1.085) 
Age (d)          
Adult    .543** (.365-.809) .548** (.367-.819) .564** (.375-.846) 
Midlife    .325*** (.221-.477) .339*** (.230-.500) .349*** (.235-.517) 
Young Old    .175*** (.111-.277) .185*** (.116-.294) .189*** (.118-.303) 
Education (e)          
Less than HS Diploma      .758 (.546-1.051) .756 (.545-1.048) 
Some College      1.125 (.837-1.513) 1.118 (.831-1.505) 
College Graduate+      2.000*** (1.424-2.810) 2.010*** (1.431-2.825) 
Marital Status (f)          
Not Married        1.117 (.881-1.415) 
Nagelkerke R
2
 .022 .034 .100 .124 .124 
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Table 7 Logistic regression sociodemographic variables and switched to lower calorie foods to lose weight. 
Source: NHANES 2009-2010. N=1,512. 
*p<.05; **p<.01; ***p<.001 (two-tailed tests). 
(a) Middle (131-350% FPL) is omitted reference group; (b) Non-Hispanic White is the omitted reference group; (c) Male is the omitted reference 
group; (d) Young adult (20-26) is the omitted reference group; (e) High school diploma is the omitted reference group; (f) Married or cohabiting is 
the omitted reference group.   
 
 
 
  
Variable 
Equation 1 
Unadjusted Model 
Equation 2 Equation 3 Equation 4 Equation 5 
Fully Adjusted Model 
Exp B (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) 
Income(a)           
Low (0-130% FPL) 1.053 (.788-1.408) 1.067 (.797-1.428) 1.028 (.766-1.379) 1.128 (.834-1.525) 1.100 (.811-1.491) 
High (351+% FPL) 1.613*** (1.233-2.109) 1.513** (1.150-1.989) 1.503** (1.141-1.980) 1.359* (1.023-1.805) 1.364* (1.027-1.813) 
Race (b)           
Non-Hispanic Black   .872 (.634-1.200) .859 (.623-1.183) .901 (.651-1.245) .878 (.634-1.217) 
Hispanic   .693* (.521-.921) .684** (.514-.910) .767 (.571-1.029) .771 (.574-1.035) 
Other   .938 (.574-1.535) .908 (.554-1.490) .839 (.510-1.382) .841 (.511-1.385) 
Gender (c)           
Female     1.197 (.940-1.524) 1.211 (.950-1.544) 1.211 (.950-1.544) 
Age (d)           
Adult     .847 (.580-1.237) .865 (.591-1.266) .909 (.616-1.340) 
Midlife     .906 (.631-1.302) .952 (.660-1.374) 1.001 (.688-1.456) 
Young Old     .670 (.419-1.073) .721 (.448-1.160) .755 (.467-1.222) 
Education (e)           
Less than HS Diploma       .638* (.435-.937) .635* (.448-.891) 
Some College       1.020 (.743-1.400) 1.010 (.736-1.388) 
College Graduate+       1.247 (.887-1.755) 1.258 (.894-1.771) 
Marital Status (f)           
Not Married         1.179 (.919-1.514) 
Nagelkerke R
2
 .014 .020 .025 .036 .037 
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Table 8 Logistic regression sociodemographic variables and ate less fat to lose weight. 
Source: NHANES 2009-2010. N=1,512. 
*p<.05; **p<.01; ***p<.001 (two-tailed tests). 
(a) Middle (131-350% FPL) is omitted reference group; (b) Non-Hispanic White is the omitted reference group; (c) Male is the omitted reference 
group; (d) Young adult (20-26) is the omitted reference group; (e) High school diploma is the omitted reference group; (f) Married or cohabiting is 
the omitted reference group.   
 
 
 
 
 
Variable 
Equation 1 
Unadjusted Model 
Equation 2 Equation 3 Equation 4 Equation 5 
Fully Adjusted Model 
Exp B (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) 
Income(a)           
Low (0-130% FPL) 1.267 (.962-1.671) 1.257 (.952-1.659) 1.251 (.946-1.654) 1.295 (.972-1.724) 1.292 (.968-1.724) 
High (351+% FPL) 1.436** (1.103-1.871) 1.538** (1.173-2.016) 1.538** (1.172-2.020) 1.448** (1.093-1.918) 1.449** (1.094-1.919) 
Race (b)           
Non-Hispanic Black   1.387** (1.018-1.889) 1.387** (1.017-1.891) 1.451* (1.061-1.984) 1.447* (1.056-1.984) 
Hispanic   1.294 (.988-1.696) 1.296 (.989-1.699) 1.372* (1.038-1.815) 1.372* (1.037-1.816) 
Other   1.823** (1.151-2.887) 1.825* (1.150-2.896) 1.731* (1.086-2.759) 1.732* (1.087-2.760) 
Gender (c)           
Female     1.036 (.821-1.307) 1.047 (.829-1.322) 1.047 (.829-1.322) 
Age (d)           
Adult     .945 (.652-1.370) .929 (.640-1.350) .933 (.638-1.365) 
Midlife     .978 (.685-1.397) .971 (.677-1.392) .975 (.675-1.408) 
Young Old     1.024 (.656-1.597) 1.025 (.654-1.608) 1.030 (.654-1.622) 
Education (e)           
Less than HS 
Diploma 
      .829 (.584-1.178) .829 (.583-1.177) 
Some College       .848 (.620-1.159) .847 (.619-1.158) 
College Graduate+       1.194 (.855-1.669) 1.195 (.855-1.671) 
Marital Status (f)           
Not Married         1.016 (.797-1.294) 
Nagelkerke R
2
 .007 .016 .016 .022 .022 
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Table 9 Logistic regression sociodemographic variables and joined a weight loss program.  
Source: NHANES 2009-2010. N=1,512. 
*p<.05; **p<.01; ***p<.001 (two-tailed tests). 
(a) Middle (131-350% FPL) is omitted reference group; (b) Non-Hispanic White is the omitted reference group; (c) Male is the omitted reference 
group; (d) Young adult (20-26) is the omitted reference group; (e) High school diploma is the omitted reference group; (f) Married or cohabiting is 
the omitted reference group.  
 
 
 
  
Variable 
Equation 1 
Unadjusted Model 
Equation 2 Equation 3 Equation 4 Equation 5 
Fully Adjusted Model 
Exp B (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) ExpB (95% CI) 
Income(a)           
Low (0-130% FPL) .696 (.372-1.303) .717 (.382-1.345) .636 (.336-1.204) .768 (.399-1.480) .783 (.405-1.514) 
High (351+% FPL) 1.730* (1.058-2.82) 1.595 (.965-2.635) 1.668* (1.001-2.782) 1.415 (.837-2.394) 1.407 (.832-2.382) 
Race (b)           
Non-Hispanic Black   1.015 (.571-1.803) 1.041 (.581-1.865) 1.139 (.630-2.061) 1.166 (.641-2.121) 
Hispanic   .573 (.313-1.047) .562 (.306-1.031) .649 (.349-1.207) .648 (.348-1.205) 
Other   .711 (.249-2.029) .644 (.223-1.858) .577 (.199-1.674) .576 (.199-1.670) 
Gender (c)           
Female     4.993*** (2.550-9.776) 5.056*** (.2577-9.917) 5.059*** (2.578-9.924) 
Age (d)           
Adult     .778 (.386-1.569) .779 (.384-1.581) .741 (.357-1.538) 
Midlife     .726 (.370-1.425) .786 (.397-1.557) .750 (.371-1.516) 
Young Old     .752 (.313-1.805) .856 (.353-2.079) .818 (.331-2.017) 
Education (e)           
Less than HS Diploma       .671 (.272-1.654) .674 (.273-1.660) 
Some College       1.402 (.720-2.728) 1.414 (.726-2.754) 
College Graduate+       1.938 (.972-3.864) 1.927 (.966-3.842) 
Marital Status (f)           
Not Married         .869 (.525-1.437) 
Nagelkerke R
2
 .020 .028 .087 .101 .101 
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The most pronounced difference can be found in regards to gender. Women were 
significantly more likely to join a weight loss program (8% vs. 2%; p<.001). Education 
correlated with joining a program, with 9% of college graduates reporting that they did so, 
compared to 7% of those with some college, 4% of those with a high school diploma, and 3% of 
participants with less than a diploma (p<.001). Race, age, and marital satisfaction were not 
associated with participation in a weight loss program.  
 Tables 6 through 9 provide a summary of the stepwise regression model results for the 
four weight loss techniques chosen for further analysis because of their significant to income in 
the chi-square analyses. Table 6 presents logistic regression between the sociodemographic 
variables and exercised to lose weight. In equation one, representing the unadjusted model, high-
income is significantly and positively associated with an increased likelihood of exercising to 
lose weight (OR=1.496, CI=1.162-1.926), while those in lower-income groups are significantly 
less likely to report exercising for weight loss when middle-income is omitted as the reference 
group (OR=.775, CI=.603-.997). This association strengthens when race is added as a control 
variable to the model in equation 2, and income remains significant. Other race/ethnicity and 
non-Hispanic blacks were significantly more likely to exercise to lose weight than non-Hispanic 
whites (OR=2.004, CI=1.226-3.276; OR=1.518, CI=1.123-2.053). Race remains significantly 
associated with exercising to lose weight throughout all models, with non-Hispanic blacks 
exercising to lose weight one-and-half times more than whites (OR=1.639, CI=1.194-2.250). 
Income’s relationship with exercise continues to strengthen in equation 3 with the additions of 
gender and age. Gender is not significant in this model, but age is significantly inversely 
associated with engaging in exercise to lose weight. The relationship between income and 
exercising to lose weight weakens with the addition of education in equation 4, and low-income 
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is no longer significantly related to exercise. Although high-income remains significant, it 
weakens to an odds ratio of 1.357 (CI=1.051-1.828), compared to 1.661 (CI=1.051-1.828) from 
the model before. Education proves to be a significant variable, as college graduates are two 
times more likely than those with a high school diploma to exercise to lose weight (CI=1.424-
2.810). High-income remains significant in the fully adjusted model (OR=1.392, CI=1.055-
1.836).  
 Table 7 illustrates the relationship between SES and switching to lower calorie foods. 
High-income was significantly associated with this method. Higher-income individuals are 1.6 
times more likely to switch to lower calorie foods with weight loss in mind (OR=1.613, 
CI=1.233-2.109). This relationship stays significant when control variables are added, however it 
is weakened with each step. By the fully adjusted model, those with high-incomes are 1.3 times 
more likely to use this method to lose weight. Although race/ethnicity slightly weakens the 
impact of the high-income group (OR=1.513, CI=1.150-1.989), Hispanics are the only group 
significantly less likely to report switching to lower calorie foods (OR=.693, CI=.521-.921). This 
relationship remains until education is added to the model in equation 4. The addition of gender, 
age, and marital status was not significant in understanding this method of weight loss, but those 
with less than a high school diploma were significantly less likely to switch to lower calorie 
foods in equations 4 (OR=.638, CI=.435-.937) and 5 (OR=.635, CI=.448-.891).  
Table 8 displays a summary of the stepwise logistic regression model results from the 
weight loss method ate less fat to lose weight. High-income was significantly related to this 
method across all five models. In the unadjusted model, high-income is significantly associated 
with an increased likelihood of reporting eating less to lose weight (OR=1.436, CI=1.103-1.871). 
In the second equation, non-Hispanic black (OR=1.387, CI=1.018-1.889) and the other race 
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group (OR=1.1823, CI=1.151-2.887) are significantly associated with this method, however 
high-income is actually strengthened (OR=1.538, CI=1.173-2.016). Hispanics were significantly 
associated with this method in models 4 and 5 (OR=1.372, CI=1.038-1.815; OR=1.372, 
CI=1.037-1.816). The model did not change when gender and age were added to it. High-income 
was slightly weakened when education was added to the model (OR=1.448, CI=1.093-1.918), 
but remained significant and did not change in the fully adjusted model (OR=1.449, CI=1.094-
1.919). Education and marital status were not significant in predicting reporting the use of eating 
less fat to lose weight.  
Those in the high-income group are significantly more likely to join a weight loss 
program in the unadjusted model shown in table 9 (OR=1.730, CI=1.058-2.82). This relationship 
diminishes when race is added to the model in equation 2, however is significant again when 
gender and age are added in equation 3 (OR=1.668, CI=1.001-2.782).  High-income is no longer 
significant when education is added to the model, or in the fully adjusted model. Race, age, 
education, and marital status are not significant with joining a relationship. Gender is the most 
significant predictor of joining a weight loss program. In the fully adjusted model, women are 
five times more likely than males to use this method of weight loss (OR=5.059, CI=2.578-9.924). 
Discussion 
Although this study did not set out to test a theory, the findings certainly support the 
theoretical framework that guides this project. Cockerham’s health lifestyle theory asserts that 
individual health behaviors are rooted in sociocultural forces, most notably class circumstances. 
This framework suggests that upper and upper-middle classes experience greater life chances, 
and therefore develop a strong sense of power over life situations than those in lower classes 
(Cockerham, 2012; Mirowsky & Ross, 2003). This explanation of health behaviors is supported 
SOCIOECONOMIC STATUS & WEIGHT LOSS BEHAVIORS 
 54 
in this study as analyses show that income is important in understanding body satisfaction, 
weight loss attempts, and techniques used to lose weight. Significantly more individuals from 
higher incomes desire to lose weight and act on those desires. Because of the moral values linked 
to obesity, thinness has become highly valued by individuals of higher socioeconomic status 
(Bordo, 1993; McLaren & Kuh, 2004). Previous research also found that the likelihood of weight 
loss behaviors increased with an increase in income (Jeffery & French, 1996). My findings 
further support this conclusion. Analyses also revealed that income impacts the strategies one 
uses when engaging in weight loss, something that is lacking in existing research on weight 
management. However, these analyses further highlight that income is just one of the factors 
related to weight control behaviors. 
Research on weight behaviors have been mixed in the ways they construct socioeconomic 
status, often using either occupation, education, or income as the measure (McLaren & Kuh, 
2004). Findings have been inconsistent when studying each of these indicators in relation to the 
body satisfaction and weight monitoring (McLaren & Kuth, 2004), which is why I included both 
income and education separately and simultaneously. These analyses suggest that when 
controlling for income, education plays a pivotal role in determining exercise and eating less fat 
to lose weight. Education was the most important factor when it came to predicting exercise to 
lose weight. College graduates are two times more likely to report exercising to lose weight than 
individuals with a high school diploma. Most literature in health research suggests that the 
greatest predictor of good health is education (Cockerham, 2012; Dupre, 2007; Goesling, 2007; 
Mirowsky & Ross, 2003; Schnittker, 2004). Education is so important because well-educated 
individuals are generally best informed about the advantages of a healthy lifestyle. This lifestyle 
involves exercise, no smoking, moderate drinking, a healthy diet, and similar practices, in 
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addition to seeking preventive care or medical treatment for problems when they need it 
(Cockerham, 2012). They are also more likely to have better paying and more satisfying jobs, 
allowing them greater control over their lives (Cockerham, 2012). These findings suggest that 
education may be the most important measure for socioeconomic in understanding weight loss 
behaviors.  
A surprising finding from this study was that non-Hispanic blacks were more likely to 
exercise and eat less fat for weight loss than non-Hispanic whites. Previous research has 
concluded that although African American women and girls are heavier than whites, they do not 
hold themselves to the same standards of thinness (Boyd, Reynolds, Tillman, & Martin, 2011). 
They’re less likely to be dissatisfied with their bodies and less likely to try to lose weight (Boyd 
et al., 2011; Celio et al., 2004; Hesse-Biber et al., 2004; Vaughan et al., 2008). Findings in this 
study are different from much of the literature on the topic. However, it is important to note that 
in this analysis, I am looking at only those who attempted to lose weight in the past year, the 
thirty-three percent of non-Hispanic blacks who reported a weight loss attempt. This finding 
supports Striegel-Moore et al.’s (1996) finding that once black women become dieters, they may 
be more similar to white women than different. Other studies offer similar explanations; racial 
and ethnic minorities are not as happy with larger bodies as previously believed (Dorsey et al., 
2010; Riley et al., 1998; Thomas, 1989). This suggests that minority status is less of a barrier to 
weight loss than previous offered, and that mainstream culture and values of the thin ideal likely 
reach all racial and ethnic groups (Shaw et al., 2004).  
Similar to previous literature on dieting, gender plays a significantly role in weight 
control behaviors (Banks, 1992; Bish et al., 2005; Huon et al., 1990; Paeratakul et al., 2002; 
Tiggemann & Pennington, 1990). Women are much more likely than men to report trying to lose 
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weight, as well as joining a weight loss program. These gendered findings indicate that women 
are more concerned with their weight than men. Even when men do attempt to lose weight, they 
are less likely to join a weight loss program, which tends to be more public and commercialized. 
This reinforces the idea that men who diet do so in more masculine and private fashions 
(Mallyon et al., 2010).   
Bivariate analyses indicated that adults, ages 27-41, are more likely to try to lose weight 
than other age groups. However, after controlling for the other variables in the study, age is only 
significant in relation to exercising to lose weight. Older groups are significantly less likely than 
young adults to report exercise as a weight loss method. This is likely due to physical stamina, 
though the questions do not offer an explanation. Age was not significantly associated with 
engaging in weight loss or the other strategies used, which supports the idea that body concerns 
likely remain as people age (Bedford & Johnson, 2006; Lewis & Cachelin, 2001; Tiggemann & 
Lynch, 2001; Webster & Tiggemann, 2003). Although significantly related to these weight 
behaviors in the bivariate analyses, marital status was not a predictor for weight loss attempts or 
the four techniques when controlling for the other sociodemographic variables. Contrary to the 
findings that unmarried individuals may engage in weight loss more than married to find a mate 
(Bove & Sobal, 2011; Shilling, 2003), these findings suggest that an individual’s choice to 
attempt to lose weight is not significantly influenced by his or her marital status.  
After controlling for the sociodemographic characteristics known to play a role in weight 
control behaviors, income and education, two major components of socioeconomic status, were 
significantly associated with engaging in weight loss and the types of dieting techniques reported. 
This suggests that those of higher socioeconomic status more avidly pursue a healthy lifestyle by 
focusing their weight and engaging in weight control behaviors. This is likely reflective of 
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Bourdieu’s “distance from necessity” (1984), in that they have more time and freedom to 
develop and refine these healthy behaviors, as well as Weber’s (1946) theory that differences 
between status groups are expressed through lifestyles, most notably the goods and services each 
groups uses (Cockerham, 2012). Health lifestyle theory emphasizes that having higher 
socioeconomic status means having more desire for and control over positive health behaviors, 
and this study supports these claims.  
Conclusion 
 Although the personal responsibility framework is dominant in regards to obesity and 
weight loss in the United States (Saguy, 2013), it is important to communicate that 
sociodemographic characteristics affect the prevalence of obesity, as well as the ability to lose 
weight. Socioeconomic status is critical in understanding health behaviors and lifestyles, and 
must be considered when trying to distinguish weight loss behaviors. Income and education, two 
major components of SES, affect not only the knowledge, but also the power and ability to 
follow the guidelines that make up good health. Social class is a predictor for weight loss 
behaviors, and recognizing the role that these characteristics play in the lives of individuals is 
essential to creating attainable expectations and achievable solutions for public health.  
Limitations and Future Research 
There are a number of limitations to this analysis that need to be noted. Although a highly 
advanced study, the NHANES is limited in the depth of weight loss attitudes and behaviors. It 
was not designed specifically to test the relationship between sociodemographic characteristics 
and weight loss behaviors. There was no discussion of intensity of the weight loss attempt, how 
long the diet lasted, or the results of it. Reasons for engaging in weight loss were also not 
discussed. This is important. More research should be done to understand the impact that 
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socioeconomic status has on the decisions to engage in weight loss, and the strategies used. 
Further questions should be asked about whether individuals give up on their weight loss 
attempts and why. Are they no longer able to afford a grocery bill for healthier foods? Are they 
unable to afford a gym membership and find it too dangerous to exercise outside? These 
questions should be the part of a study designed specifically to understand the relationships 
between SES and weight control behaviors. 
More research should also be organized to learn about the relationship between 
race/ethnicity and weight loss behaviors. Previous studies find contradictory evidence. My 
findings that non-Hispanic blacks are more likely to engage in exercise to lose weight were 
surprising, and I attempted to find out why with the limited information given. However, more 
information on regional differences between racial/ethnic groups and obesity and weight loss 
would be helpful, as well as information on the reasons for attempting to lose weight. We may 
find that differences are less common than previously believed. This would be another paper 
from the thesis that I have created, so it would be important to explore in the future. Finally, this 
analysis is cross-sectional, which does not suggest a temporal relationship, so only a correlative 
one has been explored.  
Potential Implications 
Despite the limitations discussed above, this paper has several implications for policy and 
practice. Due to the personal responsibility framework that is attached to obesity and weight loss, 
findings that suggest socioeconomic status impacts the strategies used indicates that societal 
factors play a significant role in the equation. A one-size-fits-all obesity solution policy platform 
cannot be created if real changes are expected. Tailoring interventions to specific groups based 
on education and income are important to creating lasting change. Solutions should focus on 
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education, and recognizing that not everyone has the knowledge or means to exercise and eat 
better to lose weight on their own. Policymakers, doctors, and other disseminators of information 
need to keep these differences in mind when discussion obesity rates and proposed solutions. 
This thesis also adds to a growing list of research on how groups are affected differently with 
regards to weight control behaviors. Little research has been done on how dieters differ, and 
future research should look at this group to better understand the impact of the United States’ 
diet culture.  
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Appendix Table A 
 
Bivariate analysis (chi-square) of sociodemographic characteristics by income. Sample contains 
only those who marked “Yes” as to whether they tried to lose weight in the past year. 
 
Sociodemographic 
Characteristic 
Total 
(N=1,512) 
Low 
Income 
(N=448) 
Middle 
Income 
(N=554) 
High 
Income 
(N=510) p-value 
Gender      
Female 64% (966) 33% (315) 35% (342) 32% (309) .003 
Male 36% (546) 24% (133) 39% (212) 37% (201)  
Race/Ethnicity      
Non-Hispanic white 48% (731) 24% (174) 32% (230) 45% (327) <.001 
Non-Hispanic black 17% (262) 28% (74) 43% (112) 29% (76)  
Hispanic 28% (430) 39% (167) 42% (180) 19% (83)  
Other 6% (89) 37% (33) 36% (32) 27% (24)  
Marital Status      
Married or Cohabiting 63% (947) 23% (219) 39% (365) 38% (363) <.001 
Not Married  37% (565) 41% (229) 34% (189) 26% (147)  
Age      
Young adult (20-26) 13% (191) 45% (85) 34% (65) 22% (41) <.001 
Adult (27-41) 31% (472) 29% (135) 40% (189) 31% (148)  
Midlife (42-64) 44% (659) 28% (181) 33% (220) 39% (258)  
Young-Old (65-74) 13% (190) 25% (47) 42% (80) 33% (63)  
Education      
Less than HS Diploma 21% (317) 53% (168) 39% (123) 8% (26) <.001 
HS Diploma or Equivalent 23% (341) 38% (128) 38% (128) 25% (85)  
Some College or Associates 32% (478) 23% (112) 40% (190) 37% (176)  
College Graduate or above 25% (376) 11% (40) 30% (113) 59% (223)  
Source: NHANES (2009-2010). N=1,512. 
 
